o- 1 MARYLAND STATE DEPARTMENT OF HEALTH 
mils By ct STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
s 32 CERTIFICATE OF DEATH } 5 243 
= 33 . i E 
° 52% |. PLACE OF DEATH 2. USUAL RESIDENCE (Where dacaased livad, If institution, Retidance bafore admission) 
ee a, COUNTY a. STATE } é 
g 296 Carroll MARYLAND Maryland v 
~ Bees b. CITY OR TOWN [if outside corporate limils, ©. LENGTH OF STAY IN Ib ce. CITY pa TOWN (If outside corporate limits, writa RURAL and give nearest town) 
a cms write RURAL and give nearast town) 
© see, Sykesville yrs.lymos.29dys. Baltimore 6, Md. var 
5 2 2 cy d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give streat address) d. STREET ADDRESS ? . Pie atv 
> ae 
3 3§s |___Springfield State Hospital 1192 Krueger Ave, ves [] No fx] 
Ss 2aa | 3. NAME OF ret idak — ann i 2 = : 
8 a gh DECEASED iret Middle Last 4 ora Month Day “Year 
Hoc (Type or print JANES FRANKLIN ALMACK DEATH December 12 19 63 
g 2 a 5, SEX & COLOR OR RACE) 7, MARRIED ["] NEVER MARRIED []| & DATE OF BIRTH 9. AGE (in years )iF UNDER 1 YEAR| IF UNDER 24 HRS. 
5 § Male ais _, last birthday) |Months; Days | Hours | Min, 
Serj Male White winowe K} —vivorceo [J | 11-19-1883 80 yes. | 
8 3 38 ‘Wa. USUAL OCCUPATION (Give kind of work | IDb. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stata, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
= RE> done during most of working lifa, evan if ratirad) E | 
§ £25 Postal carrier Indiana U.S.A. 
* g gc 13. FATHER’S NAME ; =. 14, MOTHER'S MAIDEN NAME — See a 
£20 
=) a John T. Almack Sara Jane Roadarnel 
2 5 Aa ram 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Addrass ai 
Sa a = rs (Yas, ne unkown) | (If yas givs waror dates of sarvica) | a 
£2226 Nondd | = Unk. Records, Springfield State Hospital 
3 s 3 E = 18. CAUSE OF DEATH [Enter only one cause par line for (a), (b), and (c).f a A - = 7 INTERVAL BETWEEN 
Sepa? PART |. DEATH WAS CAUSED BY F 7 : SISOELUEE EE 
Epa es ¢ IMMEDIATE CAUSE (e)___ AYteriosclerotic heart disease 2 |) dpe Gait 2 
aaes? ‘ 
39788 : DUE TO 
2535 § Conditions, if any, which (b) Generalized arteriosclerosis with diabetes Years 
£505 % gave risa to immadiate causa Llit . a = \ ; ay 
Sinise (a), stating the underlying (DUE TO metiitvus 
eoces cause last o 
SeSuo z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)) 19. WAS AUTOPSY 
GES e./|;e| Chronic brain syndrome associated with cerebral arteriosclerosis a age 
assess ls g phrase ves [] NO kx) 
Es cary a <= | 2De. ACCIDENT WAS UNDERLYING 2Db, DESCRIBE HOW INJURY OCCURRED. (Entar nature of Injury in Part 1 or Part Il of itom 1B.) = 5 
eeecs & | OR CONTRIBUTING [] CAUSE OF DEATH : 
o >r ee © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
oo => se 
25 ed gz z 2De. TIME OF INJURY Month, Day, Yaa 2Dd. INJURY OCCURRED | 200. PLACE OF INJURY (Homa, farm, ' | 20% {City or town) (County) (Stata) 
ag se 8 Hour a.m. While __ Not Whila factory, streat, office bldg., atc.) | 
Reese 2 a 19 at work [_] at work t 
o oo ee 
pene 21. | certify that (I) (this hospital) attended the deceased from...../ a2... oe kee snk rhe nt Ss: <, that (I) (we) fast 
2 s2 
fe >a ss saw the deceased alive On pee MOB vcctor M2e3-) , and that death occurred pt ee ee the causes and on io a stated above. 
OFAS go aes ye TENDING STAFF 72 SIGNED 
oe A 
dtao= WZ totda adel C mo. | PHYS. = J DIRECTOR (1 Pas. KE} 12-12-63 
Bog as — sor 
Bee ae Me tive) = Tea ADRESS Springfield State Hospital 
a Ze Agustin del C ,» M.D. 3 u 
Ciena eS sykesville,..Maryland........ MES 
3 2 238. BURIAL, CREMATION, | 23b. DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY k. 23d. LOCATION (City, town or county) ie tne 
or os 3 ene (Spacify) 
B 


\easeur \t Na Comet ~ Benth, Vienchvsdea Luvin 


Pan) FUNERAL DIRECTOR’S SIGNATURE ADDRESS 


‘t Pick? Ecvach 1a Clheseeo flrs. 


RECESS 


VR ATS (4) 
20M 5-63 


2Sb.. [eet gins 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ka! 
4 14753 CERTIFICATE OF DEATH 15244 
¢ |. PLACE OF DEATH = 2. USUAL RESIDENCE (Where dacaasad livad, Hf Institution: Residanca bafore admission) 
2 BS COON a. STATE, b, COUNTY, 
ON Carroll MARYLAND Maryland Carroll 
2 et rt | P RE 2 as rroil 
3 b. CITY OR TOWN (if outsida corporate limits, ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outsida corporate limits, writa RURAL and give nearest town) 
3a writa RURAL end giva nearest town) , 
ee ____ Taneytown Taneytown . 
yo d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give strast eddress) d, STREET ADDRESS — a, ~~ |e. IS RESIDENCE 
Ea ON A FARM? 
me ___25 George Street =i 25 George Street ___| yes [] No] 
2 3 r tabs) SS Ga “First ~ Middls “Last | 4. DATE Month “Dey,” Yaar, eae 
= OF 
28'S | ype or prinn Ethel Ludean Bankard peatH December 10 1963 


6. COLOR OR RACE 


Female | White 


10a. USUAL OCCUPATION (Give kind of work 
done ewes most of working life, aven if retired) 
ousewite 


13. FATHER’S NAME 


Frederick A. Wagoner 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 
{Yes, no, or unkown) | (Ifyesgivewarordatasofsarvice) 


5. SEX 9. AGE (In years 


jas? birthday) 
Bom. 
WI. BIRTHPLACE (County & Stee, or foreign country) 


Carroll Co., Maryland _ 


1d. MOTHER'S MAIDEN NAME 
Emily L. Myers 
17. INFORMANT — Adds 5 Ge org "3 St. im 


JF UNDER 1 YEAR 


7. MARRIED [_] NEVER MARRIED [] | 8. DATE OF BIRTH 4 
al Days 


wioowenf} —ovorce[]| June 24, 1877 
10b. KIND OF BUSINESS OR INDUSTRY 
Ovum Home 


iF UNDER 24 HRS. 
Hours | Min. 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


Then please remove oa 
, cremation, or removal, and in any eyént, within 72 hours after deat! 


y the attending physician and cor 


No 220-44-8824 | Miss Helen I. Bankard, Taneytown. 
¢ 18. GAUSE OF DEATH [Enier only ona causs per lina for (a), (b), and (ec). — ae, Fe ~~ <1 
i Parr oTiMentcnst) tLhOnNChe Direvme2ia— 


DUE TO 


cefaior, it che Renin (b)_ “erie {Foes — - _ = 7 = 
ave risa to immadiaia cause ’ ie, ‘a . 
we We hh Cente pS Be eS s 


(a), stating the undarlying 
couse fast, = (c 
UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Va) 


PARJA!. OTHER SIGNIFICANT CONDITIQNS 


20a, A@CIDENT WAS UNDERLYING [] b. DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury in Part I or Part Il of itam 18.) 


OR CONTRIBUTING [] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

‘20c, TIME OF INJURY Month, Day, Year 
Hour a.m. 

2 


The law requires that the death certificate be executed within 24 hours after 


death, Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signed b: 


19. WAS AUTOPSY 
PERFORMED; 


yes [] NO 


200. PLACE OF INJURY (Homa, farm, | 208, (City or town) (County) (State) 


20d, INJURY OCCURRED i 
factory, street, offica bldg., atc.) | 


While Not While 
at work at work 


ttended the deceased from. 19; te BD. 


ee 


| 2c. PHYS i 9 * oe art 
NAME (Type! : 
Tk. 5 M eV 


23a, BURIAL, CREMATION, | 23b. DATE THEREOF 
REMOVAL (Spacify) 


MEDICAL CERTIFICATION 


19 


21. I certify that (1) ( oe 
saw the deceased alive on.... 


that (1) (ew) last 
ei re and that death occured JU BO s6 from the causes and on the date stated above. 
0 


ATTENDING ‘MED, STAFF 
mp. | PHYS. BH eeron OD pays. 


saan ¥ 
22d. ADDI 
Avgfy |. [axce <- 


23c, NAMEFOF CEMETERY OR CREMATORY 


director, page 3 should be detached for use as the burial-tra 


be filed with the State Dept. of Heaith prior to burial, 


TO HOSPITAL OR AITENDING PHYSICIAN: 


Burial 12/12/63 Reformed Cemetery Taneytown, Maryland 
5 24 FUNERAL DIRECTOR'S SIGNATURE" TY PE LSRS 258. REC’D BY REGISTRAR | 25b. Rl yen 
me oth C.0. Fuss & §6n Taneytown, Maryland oMEC 12 6p fererte jure 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, emer. 
Vode CERTIFICATE OF DEATH 19245 


i. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, H institution: Residence before edmission) 


“Pz RRoLL Yj oO aaa a "ILPR tz ANP “ COUNTY 


b. CITY OR TOWN (if outside corporate limits, ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (Hf outside orale limits, write RUI ive neeres! town) 


En Ee YS FRS « wy Z FUEST 7) MUS TER 
/ 


in 24 hours after 


d. NAME OF HOSPITAL OR i (if not in hospital, give street address) STREET ADDRESS . 1S RESIDENCE 
(8 SOUD Sy. 


. NAME OF — Middle - Last “4. poe Month 
DECEASED 


Cpe oon Peis NEAL BANKAI D Beare OZEC. 2 7 
5, SEX 6. COLOR OR RACE|7. MARRIED Eynever MARRIED [_] ATE OF BIRTH 9. AGE (In years [IF UNDER1 YEAR| IF UNDER 24 HRS. 


URL MHI TE wipowen [| pivorcep [ ] S277; 2S) S900 eon. ge ee [ es 


10a. USUAL OCCUPATION [Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (County & Stete, or foreign country). i CITIZEN OF WHAT COUNTRY? 


ours after death. 


ate has been signed by the attending physician and completely filled in by the funeral 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages | and 2 sh; 


done during most of working life, even if retired) 


thts Se O RETO Wii lpipsoe, Hee01e Cait UL Q. 


15. WAS DECEASED EVER IN'U.S. ARMED FORCES 4 SOCIAL SECURITY NO.| 17, INFORMANT ‘Address SAY 


{¥es, no, or unkown) ied BNDMI LO 
VES VRS HEWRIETT HA Lp, PUK HR, “ai LLKE 


18. CAUSE AM “Mt. one iS By INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (a)__ _ - 


ive DUE TO 
Conditions, if any, which (b) 
gave rise to immedicte cause 
(e), stating the underlying f CUETO 
cause last. fe). 


PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)| 19. WAS AUTOPSY 


yes [] NO 


ian, 


| or attending physic’ 


20e, ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURED, (Enter nature of injury in Part 1 or Pert Il of item 18.) 
OF CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Yeer | 20d. SNJURY OCCURRED | 20c. PLACE OF INJURY (Home, ferm, ' 20f. (City or town) ~ (County) (Siete) 
Hour a.m. While __ Not While factory, street, office bldg., etc.) 
pitta rT) at work at work 


21. 1 certify that (I) (this hospital) attended the deceased fro , ‘a RA. 2F?, 1903, that (\) (we) last 


saw the deceased alf A ZG. 198,, and that M58: , from the causes and on the date stated above, 
in 2b, DATE 


MEDICAL CERTIFICATION 


vo. 
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be retained by the hos; 
IRECTOR: After this certific 


ATTENDING MED, STAFF 
PHYS. DIRECTOR [_} PHYS. 


RESS 
(Type) 


CREMATION, | 23b. 7h lee 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION icin, town ‘or county) (State) 


Sar AESTUUNSTER C “/ Py ESTO TER, me A 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a, REC’D BY/REGISTRAR | 25b. REGISTRAR'S SIGNA’ 
5 L102 fp aE Fd \emnd IN'3 84 foP et, 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, wit! 


TO HOSPITAL, 
death. Page 4 


ies | 16-21 Film 547 1-?-©'MARYLAND STATE DEPARTMENT OF HEALTH 
bea hoes na STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH 15246 


1, PLACE OF DEATH 2. USUAL RESEDENCE (Where deceesed lived, If institution: Residence before edmission) 


wy 


FOR aE 
HEALTH DEPT. 


= > . COUNTY a. STATE b. COUNTY 
sh MARYLAND Maryland Carroll 
ae) B. CITY GR TOWN {if oulside corporeta limits, €, LENGTH OF STAY IN ib ¢. CITY OR TOWN {If outside corporate limits, write RURAL end give nearest town) 
aad writa RURAL and give nearest town) 10 1 i 
Be — anor lampstead x Hampstead 
= 3 d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give stheet eddress) d, STREET ADDRESS @, 1S RESIDENCE 
Prod / ON A FARM 
sz X =5;Home_- Houchsville Road_ _._|"__Houchsville Road ves L] NO 
ae ° |3. NAME OF First ars Middle 4. DATE Month Dey Yoar 
2§ itype or print DEATH 
23 SE GRACE Ve BASLER i December __15, 19 63 
ay 3. SEX 6. COLOR OR RACE|7, MARRIED [Sq NEVER MARRIED [_] | 8 DATE OF BIRTH 9. AGE (In years | 1 UNDER 1 YEAR| IF UNDER 24 HRS, 
SN fast birthdey) |“Months| Days | Hours | Min, 
ro Female White wipowep [-]__bivorcep [-] 10/17/19 hy ys. 
2 We. USUAL OCCUPATION {Give kind of work | 1Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE [Stale or foreign eas 12. CITIZEN OF WHAT COUNTRY? 


wsA 


done Wee Te” life, aven if retired) ate AY. 
13. FATHER’S ne ie We Ss IDEN tla 


MA! 
Luitheben eal 
aaa dire Ge eS SEE One Ta SOCIAL SECURITY NO.| 17. INFORMANT Address 
See ZY 7-1 ¥-$3 95 a Necufpeliod Hil 
INTERVAL BETM BETWEEN 


18, CAUSE OF DEATH [Enter only one eause per lina for (e), {b), end {c).] 


ONSET AND DEATH 


te should be executed within 24 hours after death. If any delay is necessary, 
ding” in pencil in Item 18. Give Pages 1, 2, and 3 to the funeral director. Page 


iner’s Office along with form PM3. Page 5 may be retained for your: 


das a burial-transit permit. File pas 
|, cremation, or removal, and in any/event wi 


PART |. DEATH WAS CAUSED BY, 4 
a INMATE CAUSE) Phosphorus poisoning 
7 f DUE TO 
Conditions, if eny, which (b) — 
geva rise to Immediate cause 
(0), stating the underlying ( CUETO 
cause lest. te) 

3 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ue)| 19. pee! 
= ae a ae |ED: 
4 5 ves no [3] 
= = 20a. EXT! L CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Pert Il of itam 18.) 
= PRIMARY: CONTRIBUTING 4 $ 
: BD cause oF beat 0 |Ingested phosphorus poison over a period of time 
& 2 
6a F th, 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, ‘ 20f. (City or tows ic State 
Ss [sie at, Pia (Pe Noe, Tee Geneon Bee a spe ere “TY 
e 2 m8 12/15 1963 fat wor k H tead Carroll Md 
& =| ° 9 jat wor at worl ome ampstea ° 
a 
6 
3 


2.1 Sarai That ! took charge of the remains described above, held an Autopsy fx}. Inspection ia Inquiry im) and in my opinion 
deeth resulted from: Natural ceuses ie Accident ie Suicide ea Homicide [eh Undetermined manner C] 


igna: 


EF MEDIC INER 
7) & pahonike f{ ty Ve okt oe Medas ach wees mee “ DATE SIGNED 
ve eRRe as DEPUTY MEDICAL EXAMINER [_] 12 /16 te 
;. NAME (Ives) Peter W, Rieckert, M.De Address (Street, city, town, or county) 


4 should be forwarded to the Chief Medical Examii 


TO FUNERAL DIRECTOR: Page 3 should be use: 


please execute the certificate, writing the word “pen 


IO DEPUTY MEDICAL EXAMINER: This certifi 
Health or 


22a. BURIAL, Atmaen || 22b. DATE THEREOF 380 NAME OF leap Vi Mock CREMATORY 224. OCATION | ite tl 1, OF €: y og 
OVAL (Si 3 


12-166 


Se laut neal 


24a, REC'D BY featl 4b, eS) A 


ofl 23 963 fChenlag Yeetges 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


14756 CERTIFICATE OF DEATH Ay 
. 
& ez = -— 
= 3 M vs eee DEATH 2. USUAL RESIDENCE (Where daceased ieee If institution: Residance bafore admission) 
ane by TE UNTY 
§ ene Carroll MARYLAND “Wa aryland Carroll 
= qu by b. CITY OR TOWN {if outside corporate limits, c. LENGTH OF STAY IN Ib c an OR TOWN (if outside corporala limits, write RURAL and giva nearast town) 
~ ou write RURAL and giva naarast town) 
S cs Sykesville 3mos.18dys. |X Westminster 
= Sok d. NAME OF HOSPITAL OR INSTITUTION {if not in hospital, giva streat address) | 4. STREET ADDRESS "|e. 1S RESIDENCE 
= 2 tg ON A FARM? 
> 33 |_ Springfield State Hospital _ . Deer Park Road, Route 6 __| ves [] No &X] 
3 Bn fs NAME OF Fir ~ Middle Last 4 DATE “Month ‘Day Voer 
3 at 
2 cae ipa peeinis MILTON CELIUS BELLESON sid DEATH December 5 19 63 
i 5 = S. SEX 6. COLOR OR RACE) 7_ MARRIED] NEVER MARRIED [] | 8 DATE OF BIRTH % pSrinyeas iF ONDER NEA __IF UNDER 24 HRS. 
pe} 4 Months ays Hours Min, 
°° RS i Male White wivowep[] __vivorceo[] | 2a5=87 agen eae aes 
8 © 2 10a, USUAL OCCUPATION {Giva kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stata, or foraign country) 12. CITIZEN OF WHAT COUNTRY? 
& done aang most of working lifa, even if ratired) 
% Sez Carpenter -—— Maryland U.S.As 
Pe 2 2 13. FATHER’S NAME = = Pe | 14. MOTHER'S MAIDEN NAME _ 
£ Fad 
$ $22 Milton Belleson | Bakrown CA 25/2 a WL /. Ss 
ee <% 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Records > eed 
£ 2s (Yes, no, or unkown} | {If tS rh Toi ofsarvica} mee 
= = Ns 
sas | Yes 19th 213-18-8055| Springfield State Hospital fim 
fetes 18. CAUSE OF I ax a ‘only ane cause par line for (a), (b), and(e).| ~~ ° - INTERVAL BETWEEN. 
SoaE 5 PART |. DEATH WAS CAUSED BY: " dhs saaciad 41 
Sey ae weiate cause (o) Arteriosclerotic cardiovascular disease. eS eer 
= = I 
2 aes 2S re ae | DUE TO 
z2cfe Conditions, if any, which Generalized arteriosclerosis _|_ Years 
 o2eas gave rise to Imme cause = le = 
=2 sas (a), stating the undarlying ( CUETO 
ry couse last te 
5 z nr oF il, OTHER SIGYIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/ 19. WAS AUTOPSY 
z “brain syndrome 
ie | Chronic ome “associated with cerebral arteriosclerosis with EST ORIEL 
a s mayehotie reaction. ___ives [J No 
= 20a, ACCIDENT WAS UNDERLYING (] 20b. DESCRIBE HOW INJURY OCCURRED, (Entar nature of injury in Part | or Part Il of item 18.} 
s& | OR CONTRIBUTING (] CAUSE OF DEATH 
© | {IF EITHER, NOTIFY MEDICAL EXAMINER) 
= 2De. TIME OF INJURY Month, Day, Year 2Dd. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm, i ‘2D. (City or town) {County) (State) =% 
8 ‘Hogane While __ Not While factory, straat, offica bidg., ate.) | 
4 aa 19 al work [_] at work [_] | 


2. E certify that (I) (this fe attended the deceased from..O7-1./703......... 


oe) eh EROS sy Wovsessy that (I) (we) last 
saw the deceased alive on..6.72 Teo ccc .. and that death occurred Be 


e causes and on the date stated above. 


i Pe ae th 


filed with the State Dept. of Health prior to burial 


pas htt ATTENDING MED STAFF 72. CGNED 
mo. | PHYS. [J] birector [] Phys. Bg 12-6-63 
22c. PHYSICIAN’ 22d. ADDRESS S - 
} Se oes Gokaviete _ Springfield State Hospital 
} io Ruiz, M.D. Sykesville, Maryland _.. 
23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (Stata) 


director, page 3 should be detached for use as the buri 


death, Page 4 may be retained by the hos; 
TO FUNERAL DIRECTOR: After this certificate has been 


EMOVAL (Spacify) 


ee CELLS BETHESDA METH CEM,| FLST, HARK AVD _ 


24 AUNERAL DIRECTOR'S SIGN, ADDRESS 25a. REC'D BY REGISTRAR | 25b, REGISTRAR’S SIGNATURE 
E beds KEM ER, MO. 


IO HOSPITAL OR ATTENDING PHYSICIAN: 
be 


q 
VR AIS (4) 3 


20M $-63 


oC 9 1963 MOG GE 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


. is 3 34 
z G37 CERTIFICATE OF DEATH {5248 
i 1. PLACE OF DEATH 2, USUAL RESIDENCE (Whara daceasad lived, If institution: Residence before admission) 
pahiyd -accC ay a, STATE b. COUNTY 5 / 
=fs _Carroll MARYLAND Maryland Baltimore City Pam 
>ss b. CITY OR TOWN (if outside corporote limits, ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, writa RURAL and giva naares! town) 
a tN writa RURAL and giva naarast town) 
3 8e/e Sykesville 37yrselmos.25dys. Baltimore ss sys pe 
2 2 ro d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, giva straet address) d. STREET ADDRESS ‘| a. IS RESIDENCE 
ea g ‘ A ‘ ON A FARM? 
Suk Springfield State Hospital — yes [] No 
a8 an 3. NAWE OF —> ae, | Fla Middle > | 4. DATE Menth Day er a 
a 3 OF 
8 re ie epee” \ © JACOB (NMI) BLANK Dene December 2 19 «663 
225 5. SEX 6. COLOR OR RACE|7, MARRIED FE] NEVER MARRIED [] | 8- DATE OF BIRTH 9. AGE (In yaars | IF UNDER T YEAR| IF UNDER 24 HRS. 
tb ae last birlhday) |Months| Days | Hours | Min. 
© Male White wibowtp [] _pivorcep [|] 189)? 69? yn. | | 
Ss 10a, USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foraign country) 12. CITIZEN OF WHAT COUNTRY? 
A dona during most of working life, avan if ratirad) 4 
Merchant Russia Unk. 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME i oF x 
Aaron Blank Esther Palatnik 
Ae WAS Spree ae JN U.S. ARNE FORE! 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 7 
‘as, ng.or unkor gi ti it * . r 3 
Om Neer se ep Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only ona causa par line for (a), (b), and (e).] = “| INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: : 4 . baer get 
immepiate cause (eo) Arteriosclerotic heart disease _+ |) - SYgarss = 
if DUE TO : 
Conditions, it any, which | Generalized arteriosclerosis _|__Years 


gava risa to immediata cause 
(a), stating the underlying ( DVETO 
2 {c), = 

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. WAS AUTOPSY 


Zz 
° : + * 
=-1s ZOC , hebephrenic PERFORMED? 
% Schizophrenic reaction, hebephrenic type ves [] NO El 
= | 200. ACCIDENT WAS UNDERLYING 7 . geal item 18. ae =A, 
4 Of CONTRIBUTING TL] CAUSE OF Bat. 20b, DESCRIBE HOW INJURY OCCURRED. {Entar nature of injury in Part | or Part Il of item 18.) 
[UF EITHER, NOTIFY MEDICAL EXAMINER) 
3 | 20. TIME OF INJURY Month, Day, Year) 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, > 20f, (City or town] (County) (State) 
ra Hour wns While __Not While factory, siraal, offica bldg., etc.) | 
2 tad 19 at work at work [] i 
21. 1 certify that (I) (this hospital) attended the deceased from...... LO Pre Oncgey Ieee $0. Lee 263.00) 9c, that (I) (we) last 
saw the deceased alive on.... 2S ee | ee and that death occurred py oe Mon the causes and on the date stated above. 
cee NC, 4 ATTENDING MED. STAFF 2b. BONED 
Rey ths 1 pe 
Le V Lbdtesj cle - Cewn tf mo. | PHYS. [J oinector [] pPHyYs. [x] 12-3-63 
] Bea ae J ¢? 22d. ADDRESS Springfield State Hospital 
' Agustin del Campo /M. D. sy i Mi 


ae eS at --Mary. [Pe AR ABE E ne 


23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 


1L-4- 17G3 Obes harem 


a 
FUNERAL DIRECTOR'S SIGNATURE , ADDRESS 250, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
Laecriphit_  -—~ of OD — 


director, page 3 should be detached for use as the burial-transit permit. Then please remove ca 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


death, Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: Atter this certificate has been signed by the attending phys 


‘23a. BURIAL, CREMATION, 
REMOVAL 


23d. LOCATION (City, town or county) (State) 
(Speci 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours 


| 


MARYLAND STATE DEPARTMENT OF HEALTH 


w€ DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLANO 
; 
14758 eb a OF DEATH 1524: 
1. PLACE OF DEATH fz : z oe ie IDENCE ( here: deceased lived. If institutian: Residence before odmissian) 


a. Sea Z ye MARYLAND WiLia RYL AWD b, COUNTY 


b. CITY OR TOWN (If outside carporote limits, write | c. LENGTH OF STAY IN 1b. c. CITY OR TOWN (If autside carporate limits, write RURAL ond give nearest town) 
RURAL ond give nearest town} 


D RURAL AVERRS |X DET 2 vA RvRALR 
d. Se tee (If not in hospitol, give street oddress) f d. STREET ADDRESS: e. a 
OI { RURAL 


ves no) 
3, NAME OF First Middle Lost 
DECEASED 


4. DATE Month Day Year 
teorrin” BENSAMIN LUTHER BLEssjyq| ™~  DFe // 9 ¢3 


filed: 


fter death. Page 4 


Pages 1 and 2 should 
PB, 


5. SEX 6. COLOR OR RACE ]7: MARRIED] NEVER MARRIED [] |8. DATE OF BIRTH =] 889 9%. AGE (i yoo IF UNDER 1 YEAR] IF UNDER 26 HRS. 
jest birthday) [Months] Doys | Hours | Min. 
WA} YW winowen DX ower |A¢7 AS — of ted f 
10a. USUAL OCCUPATION (Give kind af wark danej 10b. KIND OF BUSINESS OR INDUSTRY |11. "Mb (State ar foreign country} 12. CITIZEN OF WHAT COUNTRY? 


during most of warking life, even if retired) 


d campletely filled & the funeral directar, 


3 FATHER’S NAME ze FARM 14. MOTHER'S: MARY LEN D a & - 
i TILGH MAN BLEsSS/VG ALICE  FOtLe 


€ 
3 
.2 
o° 
ae 
ag 
Se 
oe 
Se 
es 
23 
E¢ 
eo 
38 
B > 
25 
ae 
gs 
fete 
Lo 
Te] 
g 
z 
— 
2 
5 
< 


Pi: WAS yds bai ed U. Se EUAN ah epee? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
WAS, DECEASED EVER IN U.S ARNED FORCES 
| 13-4 2- 2IREOWIN BLESSWG LaweasTER PAL 
1B. CAUSE OF DEATH [Enter only one cause per line for (a}, (b}, and (c). ] PNR cei 
PART IY DEATH WAS CAUSED BY: NV o a { si [any ne es ce xa Me ers 
a f DUE TO 


Canditions, if any. which woerena bal Firte hy Geele sien Few Hever’. 


gove rise ta immediote 
age 


imemsia, |g COne@nany [tr feryoecle nes) s | Jo yes 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH srt NOT RELATED TO THE TERMINAL DISEASE CONDIWON GIVEN IN PART Ifo) ]19.. Was AUTOR 
4 ee eS 

eherglized Arterpicecleres hrene My, scardh Ie, ves) ete 

20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. [Enter nature af injury in Pa ‘ar Port Il af item 18.) 


OR CONTRIBUTING [] CAUSE OF DEATH 
(1F EITHER, NOTIFY MEDICAL EXAMINER) 


ditt. tan "7 
200. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 


20c. TIME OF INJURY Manth, Doy, Year | 20d. INJURY OCCURRED 
foctory, street, affice bldg., etc.) | 


Hour a.m. 
p.m. 


fe 
5 
o 
ES 
fs 
a 
D> 
= 
Bl 
= 
2 
c) 
5 


2 
°o 
PS 

3 
a 
Ss 
3 
& 
D 
= 

9 
2 

2 
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° 

SH 
> 

2 

zy 
3 
2 

= 
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3 
3 
8 
2 
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5 
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3 
8 

£ 

é 
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eS 

° 

e 

VY 
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= 
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2 
< 
& 
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z 

2 

2 

° 
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MEDICAL CERTIFICATION 


21. | certify that (1) (this et ttended the deceased from.+ os af that (1) (we) last 


BM. from the causes and on the date stated abave. 


saw the dececsed ive an_ ibe Tie 191 So d thot death accurred*at 
No. 2 an } 720 PR SNED 
Uda = no |AREONS wy Biror WE l2f, Jee 


Bs 
= 
& 
= 
oa 
3 
2 
2 
5 
3 
8 
g 
3 
8 
3 
a 
ced 
a 
8 
55 
9° 
8 
3 
° 
be) 
B 
a 
2 
J 
Tr 
S 
z 
a 
° 
z 
= 
Zz 
a 
g 
a 
a 
= 
a 
o 
2 
o 
2 
& 


che ha: 


. 


e 3 should be detached far use os the burial-transit permit. 


the State Board of Health prior ta burial, crema! 


og Ne a $ 72d. AD 

z F NAME (Type} are S. Me Va [e) ah Neel 
& s 3, 23a. BURIAL, RCTERAION, 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY g TION (City, tawn, ar county} (Stote} 
zpeee NX LAL1Y 16 3 HAVES BOR Mb 
- 'S SIGNATURE Be 250. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


“S\{ 24, FUNERAL 


a 


Vdenes 


a 
aa 
=p 
2 

cS 

mes 
SS 


Yusen Laridlyee YON potty} a te 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


al 
ia. 


filed with the State Dept. of Health prior to burial, 


147359 _CERTIFICATE OF DEATH 9F 
o3N 1, PLACE OF DEATH 4? 2. USUAL RESIDENCE (Where deceosed lived, If institution: Residenco before admission) 
anal | a. COUNTY e, STATE b. COUNTY 
WE 0. MARYLAND arylan ONG ip ee 
S33 b, CITY OR TOWN {if outs: limits, c. LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporeta limits, write RURAL and give neerest town) 
Be. write RURAL end give 
£o So Sykesville 2 mos./8 das. _Friendsville 2 
3 a a/") d. NAME OF HOSPITAL OR INSTITUTION {if not in hospital, give street eddress) d. STREET ADDRESS 1 
eee ON A FARM? 
a8 —waweprinefield State Hospital _ et # t.! ves [] No 
2 an 3. NAME Middl | 4. DATE Month Dey Yeor 
2 an DECEASED | OF 
Eas ites UF _ FLOYD (NMI) BRENNEMAN pEATH December 8, 1963 
cogs PS. SEX "|6. COLOR OR RACE|7. arpieD oO NEVER MARRIED [X] Ba | 8. DATE OF BIRTH 9. AGE (In yeors {IF UNDER 1 YEAR| IF UNDER 24 HRS. 
pee lost birthdey) asad Days | Hours | Min. 
S8¢ Male White wioowed [] 2, 188%6 TTBRK ys. 
& $ je. USUAL OCCUPATION (Give kind of work 1Ob, KIND OF BUSINESS OR Wain VW, BIRTHPLACE (County & State, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
to o Jone during most of working life, even if retired) 
= 
2%) __Farm worker | Farming _|__Maryland zs U.S.A. 
a Gc 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ons 
23 c 
one Yoix Jacob Brenneman _ Lise Sally Fuller °4 . * 
s eit 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
3238 (Yes, no, or unkown) | (Ifyesgivewer ordetes of service) 
= 
2.2 ‘i yaieieses 2 | ___None__| Records, Springfield State Hospital 
m 3 o 1B. CAUSE OF DEATH [Entar only one cause per line for (8), (b), and (c).} Hay aa ehh 
2 ol 
WOES PART |. DEATH WAS CAUSED BY: 
Space IMMEDIATE CAUSE (e)_Tnflected bed sores. eS —— | Mapks == 
baa 4 
e588 tA DUE TO 
mY oo 
Bele Conditions, if eny, whieh w  Arteriosclerotic heart disease _ ‘ 2); 
236s geve rise to immediete couse 
2732 (8), steting the underlying ( OUETO J 
eed cause lest. ime oad «Generalized advanced arteriosclerosis. yrs 
Ae 2 = Fa PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Te) 19. Wes 
233 Ale 
eekeOle [ves [] No Py 
ee g —= 
a S el %& | 2De. ACCIDENT WAS UNDERLYING [] 2Db, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Pert II of item 1B.) 
oud & | OR CONTRIBUTING [_] CAUSE OF DEATH 
SE © | (F EITHER, NOTIFY MEDICAL EXAMINER) 
Bs2 x 20c. TIME OF INJURY Month, Day, Year ‘20d. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, form, { 208. {City or town) , (County) a 7 {Stete) 
Es g Hour ee, While Net While factory, street, office bldg., etc.) | 
253 2 reat 19 jet work [_] ot work [] t 
208 
aD 
203 
ral 
= o 
m 
REIS 
omg 
ro 
= 
3 
H 
uv 


a 
Q . | certify that (I) (this hospital) attended the deceased from........ co 0 i 50 A + 19....3, that (I) (we) last 
ie saw the deceased alive on.. AAABL§3.... 3 , and that death pea a. 113 a causes ae on the date stated above. 
I _ = 226. DATE 
a a ENS . — £ ATTENDING MED, STAFF GNED 
5 Anam PUA And AL PHYS. [J biRecToR [_] PHYS. 12/8 (63. 
=| ze, 2 aes Se eee Springfield State Hospital 
Ze, / Antonius Glahr,)'.D. _Sykesville.,..Maryland 
3 zg oe a eon 23b. DATE THEREOF | 23e. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) 

= pecity r 
otk Burial 12/10/63 Bittinger Lutheran Garrett Ma 
\ BA FUNERAL DIRECTOR'S SIGNATURE, {) ADDRESS 250. “SE BY REGISTRAR | 25b. Te ee 
eS cere DL. Winey oakland, Marylandlon DECI 1 1963 /"levlis Duce. 


@ death. Page AS) 


IDING PHYSICIAN: The law requires that the death certificate be executed within 24 h: 


me haspital ar attending physician. 


TO HOSPITAL O* 


may be retaines 3 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by the funeral directar, 


a 
> 
a 
= 


15M 9/58 


=— 


Poges 1 and 2 should be filed with 


Then pleose remave carbon papers. 


page 3 should be detoched for use as the burial-transit permit. 


, Crematian, ar remaval, ond in any event within 72 hours after deoth. 


the registror prior to busi 


m 20 Film 5%7 WwARYGAND'STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
14760 CERTIFICATE OF DEATH pag WOO A 


1. PLACE OF DEATI 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence before admissian) 


H 
Se dee arvo l{ phone Oe 5 land Carved) 31 


b. CITY OR TOWN (IF outside carporate limits, write | ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If autside corporate limjts, write RURAL and give nearest tawn) 
RURAL and give nparest tawn) R. 
[Ly aL) 2S fA: of col. on SX ural Ham p Stn af 
d. NAME OF HOSPITAL (If nét in peavey give street address) 1 d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Mew Meas thme foe . ves T] NOBS 
First Middle Last 4. DATE Manth Year 


B 
(Type ar print) CSrvide: “Brow Vv BeaTH Lee ember a 9 163 
ig” ie. 6. COLOS ae mace = ae? NEVER MARRIED [-] | 8. DATE OF BIRTH 
“Female. Peay jenn 8 pivorceD [] 


9 PGE ears IF UNDER 1 YEAR| JF UNDER 24 HRS. 
lastbirthday) {Manths| Days | Haurs| Min. 
eh 1 1879 | FF om 
10a. USUAL OCCUPATION (Give kind of wark al 10b. KIND OF BUSINESS OR INDUSTRY 


nM a {State ar fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
during most af warking life, even if retired) ; 5 
fouse wif)e ldani@ 


13. FATHER’S NAME 14. MOTHER’: = a NAME 


Tohn_ cs iE /eeeee | Dab ets 


1, WAS DECEASED EVER IN U- 5. ARMED FORCES? [16. SOCIAL SECURITY NO. | _INFORMANT Address 
a, 10, ss {IF yet. give war or dates of teciice) = : Ke 
| [one anshhethen etoids Danchestec , had 
ss ——— 
18. CAUSE OF DEATH [Enter only ane cause per lipe-for (0), (b), and (c)-] INTERVAL BETWEEN, 
PART |. DEATH WAS CAUSED BY: = 
IMMEDIATE CAUSE (0) 
i DUE TO 


Canditians, if any, which 
gave rise ta imme: 
cause (9), stating the under- 
lying couse lost. 


g Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO, TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. By Ea 
& 

= SECON RING TE OTST ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part I af item 18.) 

S | ip eimer NOTIFY MEDICAL EXAMINER] [>t efel1 on ice & fr. hip - Hospitalized & hip pin inserted 
3 '20c. TIME OF INJURY Manth, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Hame, farm, pe (City ar tawn) {(Caunty) (State) 
2 Hour ae Nov 30 1963) yo Net while ag fac} ee: office bldg., etc.) , eet Carroll Mad. 


ARS. es, Mees to_ oy a ay ithat | last saw the deceased 
thaf death accurred mek FA, fram the aphte and an the date stated abave. 


ACTUAL 
SIGNATURE. 


Zg ‘ADDRESS (Street, city ar tawn, Pid / DATE O 5% 5 
LtchckeeA hth [OZR SS ee 


‘Zc. NAME OF CEMETERY OR CREMATORY LOCATION (City, tawn, ar caunty) (Stare 


PHYSICIAN'S 
NAME [Type] 


‘22a. BURIAL, Cia ie ‘2b, DATE THEREOF 
REMOVAL (Specif9) 2- is A : i 
OR’S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR 
kb rept oare [AN 3 


‘2ab. REGISTRAR’S SIGNATURE 


een 


# 


& 


1 


FOR STATE 
HEALTH DEPT. 


ay 


5 may be retained for your files. 
Departm 


ind 2 with the State 
ithin 72 hours after d 


je 
cremation, or removal, and in any ews@t 


PM, 


ive Pages 1, 2, and 3 to the funeral director. Page 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 


in Item 18. 


its designated agent, prior to burial, 


\ 


SBF vw 


4 should be forwarded to the Chief Medical Examiner's Office along with form 


please execute the certificate, writing the word “pending” in penci 


Health or 
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= 
5 
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MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


14761 MEDICAL EXAMINER’ S CERTIFICATE OF DEATH ] 5 9 52 
sidence Before 4d: 


1. PLACE OP DEATH 2. USUAL RESIDENCE (Where deceesed lived, If Institution: Re: 


@. COUNTY 
manvtanp || ~~" Marylend * COUNTY Carroll 


2 (if outside corporete limits, "| «. LENGTH OF STAY INT . CITY OR TOWN{If outsige corporete limijs, write RURAL end give neerest town) 
write L nearest Jown) € 


Eaey 


In Nal fa Pe hia te Farm site 4 i sia ety noc 
)3. NAME OF “Middle | 


Dey ‘Yer 
DECEASED 


(Type oF brn THOMAS MAURICE BROWNING DEATH 1% 48 . Woes 


d. NAME Of HOSPITAL OR INSTITUTION [if not in hospitel, give Aree! eddress) ype = . | ©. 15 RESIDENCE 


3. SEX "16. COLOR OR RACE] 7, MARRIED J5Q NEVER MARRIED [] | 8. DAT} OF BIRTH 9. AGE (In yeors [IF UNDER T YEAR| IF UNDER 24 HRS. 


Male White wowen [] _ivorceo [] ay) 9/0 : ee eg ee Bee Sac 


TWOa. USUAL OCCUPATION (Give kind of work 1Db. KIND OF BUSINESS OR INDUSTI Ti. BIRTHPLACE (Stete or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


ff working life, even if retired) Bd 


‘AS DECEASED EVER IN U.S. ARMED FORCES? 


17. INFORMANT 
fes, no, or unkown) "Wwil Putte Lr ) thy 4 seep). 


E OF DEATH [Enter only one eause per line for {e), 7 end {c).] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 


IMMEDIATE CAUSE (e)_ _ Acute and chronic alcoholism $ethyl and methyl | 
( DUE TO alcohol) 


Conditions, if eny, which (b)__ 
geve rise to immediete cause 
{e}, steting the underlying ( DUVETO 
cause lest, (c} 
PART WW, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART We) 19. WAS AUTOPSY 
PERFORMED? 
Exposure to cold ves [] No Bh 


208. EXTERNAL CAUSE WAS 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter neture of it injury i in Pert | or Pert Il of item 1B,| i 
PRIMARY [] or CONTRIBUTING BE 


See _Found_in Boxear with 
20c. TIME OF INJURY Month, Dey, Yeer | 20d, INJURY Sutin 20¢. PLACE OF SoLD eae 20f. (City or town) - (County) (Stete) 
Her aie Not While © fectory, street, office bldg., etc.) | 


Unkn,. >. 18 6 work [] et work B 


21. I certify that | took charge of the remains described above, held an Aulopsy im) Inspection [Es Inquiry ia and in my opinion 
dealh resuiled from:, _Nalural causes [a Accidenl |. Suicide Oo Homicide Bh Undetermined manner Oo 


CHIEF MEDICAL EXAMINER [—] 
ACTUAL ASSISTANT MEDICAL EXAMINER [XJ DATE SIGNED 
SIGNATURE oS 


DEPUTY MEDICAL EXAMINER 0 
EXAMINER'S s -18-. 
NAME (Type) « Breitenecker, Addenss (Street, city, town, oF county) 12-18-63 


Lowe re ae 
16. a wor No. (ten; 


MEDICAL CERTIFICATION 


22a. BURIAL, CREMATION] 22b, DATE THERFOF | 22c. NAME OF CEMETER OR CREMATORY 22d. LOCATION (City, town, or county) ——=S—*(Stete) 4 
oP 16-21-65 | LAr Yebec— : sf ORE cet LL, ite), 
. 4 ADBRESS 240. REC'D REGISTRAR] 24b, REGI: Fs be E 
ZA ZZ 1 Gd \ mm DECRG 163 (Or ee 


i 


MARYLAND STATE DEPARTMENT OF HEALTH 
ore QESTATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
~ 


a 


Bn, a buK CERTIFICATE OF DEATH 4 5 953 

2 A | 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before edmission) 

4 /| © 2. COUNTY a. STATE b. COUNTY 

Be . MARYLAND Maryland Carro 11 _ 

§ b. CITY OR TOWN (if outside corporete limits, ¢. LENGTH OF STAYIN 1b || c. CITY OR TOWN (If outside corporete limits, write RURAL end give nearest town) 7 

= write RURAL end give neerest town) , 

$ 2k Days X Rural Sykesville “.. ae 

& d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street addross) | 4. STREET ADDRESS 1S RESIDENCE 
| Carroll County General Hospital | R.D.# 3 Klee Mill Road ves [] nox] 
Seba fst "Dude Pe unide arate. omlss: | 4, DATE Month ‘Day Year? ag 


(Typa or print) A. As TAMES ARTHUR BUCKINGH AM | SEaTH Dec. > 1% 3 


Sys 6. COLOR OR RACE|7, MARRIED JK] NEVER MARRIED [_] | 8- DATE OF BIRTH , )9. AGE (in yeers | F UNDER 1 YEAR] IF UNDER 24 HRS. 
last birthdey) |“Months) Days | Hours | Min. 
White: |weowel)  ovorceoO| June 8. 1890 yes. 


10e. USUAL OCCUPATION (Give kind of work 
done during most of working life, aven if retired) 


Retired Farmer 


13. FATHER’S NAME 


10b. KIND OF BUSINESS OR INDUSTRY 


Farming 


11, BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


Carroll Maryland — U.S.A. 


14. MOTHER'S MAIDEN NAME 


James: W. Bucking am Kate E. Criswell 
ie WAS Piss ie IN U.S. AND Ponce ; 16. shar SECURITY NO.| 17. INFORMANT Address % * 
Ee antiga ten eee one e erie 
214-36-8 Mrs. Bessie H.Buckingham Same as # 2_ 


18. CAUSE OF DEATH [Enter only one ceuse_per lipe for (e), (b), end (c).) ') INTERVAL BETWEEN 
yy, CG. {i te ONSET ANQ DEATH 
d a 1@dew 


in any gvent, within 72 hours_after death. 


iq phystian and completely filled in by the funeral 


leapeagpmgye carbon papers. 


Then 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (2), 


puro | WO Be ad eR 
Conditions, if eny, which () qa Nha Ee. ss Urey 
geve rise to immediete cause ora 2g te a c tH —— 
(@), steting the underlying (DUE TO y 
cause lest. te} > a ie xs -3 Ca 
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTI (OT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. SEE 
S YES No J 
E | 20a. ACCIDENT WAS UNDERLYING [) | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Part | or Part Il of item 18.) re 7 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
& | (WF EITHER, NOTIFY MEDICAL EXAMINER) 
= inne <2! 
& | 20c. TIME OF INJURY “Month, Day, Year} 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stete) 
a Hour a.m. While Not While factory, straat, office bldg., atc.) H 
g ae 1y__|etwork [et work CJ] | 


21. I certify that (I) (this 
saw the deceased alive onthe 


1943, that (1) (we) last 


hospital) attended the deceased fro 
do the date stated above. 


vh5., and that death occurred at 


death. Page 4 may be retained by the hospital or attending physician. 
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MARYLAND STATE DEPARTMENT OF HEALTH 
CII) STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAN 4 
LEWES ‘B55 4 


CERTIFICATE OF DEATH ioe 


. PLACE OF DEATH 2, USUAL RESIDENCE (Whore deceased lived, Hf institution: Residence before edmission) 
a. COUNTY os 
b. COUNTY 
MARYLAND J 
b. CITY OR TOWN [if outside corporate limits, c. LENGTH OF STAY IN Ib f (H outside corporate limits, write RURAL end give nearest town) 
write RURAL end give nearsst 26 > 
[NAME OF HOSPITAL OR INSTITUTION (if no! in hospital, give sfegt eddrass) . STRE S ~~ a JS RESIDENCE 
/ ON A FARM? 
Le Ziad mY nk 67) ia ves [] No EE — 
Middle DATE "Month Day 


(3. NAME OF” — pit oo == a . 
teem OWN EARL CLIFFORD tam DEC. CG 


6. COLOR OR RACE|7, MARRIED F=PNEVER MARRIED |] | & DATE OF 9. AGE (In yoars | IF UNDER 1 YEAR 


las} bisthday) |"Months| Days 
P2ale wipowen [“] __vivorceo [] WZ, Ss 18. ¥ 2 &/ yrs. | 
Wa. USUAL OCCUPATION {Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done dusing post of working fife, ev tired) a : % 
5) 
ws [ Sep, Water US: - 
Ty 2 14, MOTHER'S MAIDEN NAME fae q ; 


IF UNDER 24 HRS. 
Hours 


CIAL SECURITY NO.| 17, INFORMANT ~ Address 


W222 ae! 


18. GAUSE OF DEATH [Enter only one cause por line for (8), (bl, end (¢).] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a), 


+ DUE TO 


Conditions, if eny, which (b) 
92V0 rite to immediete couse 


. WAS DECEASED EVER IN U.S. ARMED FORCES? 


(Yes, no, or unkown) | (Hyes give weror dates of service) 


INTERVAL BETWEEN 
E} AND DEATH 


M0-E ie ve 


(e), stating the underlying (” OUETO 
cause lest. te) 4 aaa SS 
3 PART Il. OTHER S[GNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ie)/ 19. WAS AULOFSY 
4 
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£ 20a, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED, (Enter nature of injury in Pert | or Pert ll of item iB.) —— = 
OR CONTRIBUTING [] CAUSE OF DEATH 
© | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
es ‘ ——— =e 
§ | 20. TIME OF INJURY “Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stete) 
5 Hotr eins While Not While factory, street, office bidg., ete.) | 
g p.m. 19 ot work ot work t 


RB os Lo.,, 196 hat (1) (we) last 
, from the causes and on the date stated above, 
TENDING, ED STAFF ae Sone 
A 5 

PHYS. fore cror O Pxys. [] 
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DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
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” 14784 CERTIFICATE OF DEATH j 5255 
‘4 i. PLACE OF DEATH a 2. USUAL RESIDENCE (Whare dacaasad lived, If Institution: Residence before admission) 
2 =a OONy a. STATE b, COUNTY 
2s Carroll MARYLAND Maryland Baltinore Ci by 
32 3 b, cry OR TOWN [if outside corporate limits, ¢. LENGTH OF STAYIN 1b || c. CITY OR TOWN (If outsida corporate limits, write RURAL end give neerest town) 
Bow writa RURAL end give nearest town) 
Ey /5 Sykesville | 5 mos. Baltimore S201 OE ed 
B 88/— | a. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give sreet address) d. STREET ADDRESS ay «. 15 RESIDENCE 
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@ Sms Springfield State Hospital _ ae 219 W. 25th Ste a. ___} ves] No i] 
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son ee ae) 
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ea 6 Frnt LAURA FERN conaman | F*™"  pecenber 6 __ 19.63 
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MARYLAND STATE DEPARTMENT OF HEALTH 
ae STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


7 wa) CERTIFICATE OF DEATH R5e 
J 
| |. PLACE OF DEATH 2 . 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 

2 eA e. COUNTY a, STATE b. COUNTY ; 
Bors Carroll _anvianp || Maryland Baltimore City 
[Rs b. CITY OR TOWN [if outside corporate limils, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporate limits, write RURAL and give neerest town) 
Bast write RURAL and give nearest town) 9 
£78 /5|__Sykesville 16 days _Baltimore £ 
3 on d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) d. STREET ADDRESS o- IS RESIDENCE 
ae 
Sas * $ 
>,3 | _ Springfield State Hospital 35h7 Keswick Road __| ves [) No Ed 
2 3 a 3. tate eal “First Middle “lat ts«‘d; A DATE Month ‘Day ‘Year 
ia zl 24 OF 
Bae | type eran EDNA GERTRUDE CONWAY PEATE December 12 19 63 
o§F SEX «| 6, COLOR ORRACE|7. DATE OF BIRTH 9. AGE (In years |IF UNDER1 YEAR| IF UNDER 24 HRS. 
25 | ; 7, MARRIED [_] NEVER MARRIED [_] fen Bithaes) ecard esau tisceeae ta 

Me Female White WIDOWED pivorcen [] 6-27-1881 yrs, | 


(Oa. USUAL OCCUPATION (Give kind of work 


10b. KIND OF BUSINESS OR INDUSTRY | Il. BIRTHPLACE (County & State, or foreign country) 
done during most of working life, even if retired) 


| 12. CITIZEN OF WHAT COUNTRY? 


2 
6s 
a3 
S52 Housewife _ | Maryland _ UB Ae 
a @e 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
2a 
$22 Unknown Sarah Catherine (unknown) <4 
s 5. 6 WAS Beds ed IN U.S. ARMED POREE 16. SOCIAL SECURITY NO.| 17. PH L jee Address ick y _ 
y= 6 fas, no, or unkown ‘yes give war or datesof service} ar sha. Gosnel } id. Kes ick, a 
2" 8 No 16-24-9207 _| Records, Springfield State Hospi \ Jaleo 
BE © 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), end (c).) .—- aie i r * * ty Wut Ean % 
55 PART |. DEATH WAS CAUSED BY 4 ; 0 rn 
3 ae IMMEDIATE CAUSE (a) Myocardial infarction = Et = J P _|_ Hours 
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& he F2Qh.} DUE TO 
ao F 4 x 4 
ga § Conditions, if any, which w_Arteriosclerotic cardiovascular disease | Years _ 
eos gave rise to immediate cause 
25 (©), stating the underlying ( OVE TO 
B32 cause last, 3: te) 
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3 &2 o/&| Chronic brain syndrome with cerebral arteriosclerosis with psychotic ves |] NO 
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ale & | OP CONTRIBUTING [] CAUSE OF DEATH 
ne 32 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
p28 z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Homa, farm, + 208. (City or town} (County) —S—S«CStoto) 
SBu = Hite ese While ___Not While factory, street, office bldg., etc.) | 
wo 3 ana 9 at work at work t 
Pe mn. ! 
os 3 2. 1 certify that (I) (this hospital) attended the deceased from. 11 —2Q6...ccenr WEY tOdAL2AnO3.., 19... that (I) (we) tast 
g3e2 saw the deceased alive on. 2212-63 VD iccsuey and that death occurred at. 8 A.M, from the causes and on the date stated above. 
nn a 2 : 
Boa ie — t ATTENDING ‘MED. STAFF a StoNED 
Ang j f PHYS. DIRECTOR PHYS. 12-12-63 
ce an AV nf wih a 5 " 2 
res 22c. PHYSICIAN'S 22d, ADDRESS 7 7 
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E33 Antonius Glah®s.M.De Sykesville, Maryland .......cccsececso2 
i 3 = 23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county} (State) 
= REMOVAL (Specify) A ¢ ¢ 
rout Burial 12/14/1963 | Druid Ridge Cemetery Baltimore, Maryland 
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MARYLAND STATE DEPARTMENT OF HEALTH 
ce OF atest RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


caret 15957 
PLACE OF DEATH 5. a 2. USUAL RESIDENCE (Where deceased lived, If institution, Réfidehco*before admission) 
@. COUNTY a. STATE b. COUNTY “ 
MARYLAND 


b. CITY OR TOWN {if outside corporate limits, jc. LENGTH OF STAYIN 1b || ¢. CITY a TOWN (If outside corporate limits, write RURAL and give neerest lown) 
writ Les and qi earest town), 
A Ye | 32 yer Gin 20d 


E oa ae OR INSTITUTION t not in hospital, give street address) race: ae ADDRESS = ara ~ Te. IS 1S RESIDENCE 
ON A FARM? 


er 


f| ves [_] NO 


NAME oF alg 


dd St ——e Me SieAi 


DECEASED 


test 4. DATE Month Day Year 
type oxi) 6 : - ies ou. DEATH Ce.) 23 Ange 


6. COLOR pees RACE|7, MARRIED [ | NEVER MARRIED |] | 9 DATE e ~|9. AGE (In yaors |IF UNDERT YEAR| IF UNDER 24 HRS. 
WIDOWED 


Saree Uy AL A892, re Monts) eve Haus Min. 


10a, USUAL OCCUPATION (Gi: ind of w vine | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) 42. CITIZEN OF WHAT COUNTRY? 
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Cid during pon of working life, every ie 


Ah: 


RADA) td. ¥ Joe's al 70 al: eae 


15. WAS DEC! 
(Yes, ng, or ui 


MEDICAL CERTIFICATION 


“14. MOTHER'S MAIDEN NAME Se 
res SECURITY NO.| 17. INFORMANT Rinne. ‘Address 
Hes) Rh pecorts eS aL: 
INTERV AL BETWEEN 


F DEATH [Enter only one ce ine for id {b), end (c).] INTERVAL BETWEEN 
‘AND DEAT! 


PART DEATH WAS CAUSED BY 
IMMEDIATE CAUSE a i oe = Aaa 
AL é DUE TO 
Conditions, if any, which {b) ame 4 Vie Doo aes 


gave rise to immediate cause ~~ 
(a), stating the underlying ¢ OUETO 
causa last, () yea ve 


PART Il. OTHER SIGNIFICANT CONDITIONS axa nic) N-S BUT NOT REL. WS ae er CONDITION GIVEN IN PART 1(a) y WAS AUTOPSY 


CRS Daren ce Go aa 4. LEDs Asdt a9 bole te! 


202. ACCIDENT WAS UNDE 20b. DESCRIBE HOW INJURY NA: (Enter re of injury in Part | or Part Il gf or: 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
iHowr bere While __ Not While. factory, street, office bldg.,.ate.) | 
work [_] et work | 


21. 1 certify that i) (this hospital) ats the deceased from. Fe 5 >that (1) (we) last 


w, and that death occurred at... from the causes and on the date stated above. 
22b. DATE 


ATTENDING. MED. STAFF 3. SIGNED 
mo. | PHYS. [J pirector [[] PHYS. i 12/2 3 a3 
22d. ADDRESS s 


Atel. 


23a. BURIAL, CREMATION, 23. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


REMOVAL (Specify) 


(rf 26 [12 bz Bacro- Heaned Betre. /79 
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> se 1. Feet DEATH a UsuaL RESIDENCE (Where deceased lived. If inslitution: Residence before odn 

aes R Carroll manvand | ° TiFry tand ».COUNES "@anrol ys 

£ Be B. CITY OR TOWN (Fouttide corporate limits, write] e LENGTH OF STAYIN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 

g 54 RURAL and give nearest town) j 

= 52 Nr. Taney town Life ARural, Taney town 

5B us \ | 4. NAME OF HOSPITAL (if not in houpital, give siveet odd J. STREET ADDRESS Mai Li dres 15 RESIDENCE 
Se OR INSTITUTION | rhage : fing A Agaress are Mailing Address © ON A FARM 
@: Littlestor a: Tattlestown, Pa, R. D. 1 Yes ENO 
2 3. NAME OF First Middle lost 4 Date Month Doy Year 

cle i {Type or print Charles Edward Copenhaver berate = December 10 19 63 
© 

£ é 5. SEX 6. COLOR OR RACE | 7. MARRIED [[} NEVER MARRIED [] | 8. DATE OF 81RTH %. GG yee R] IF UNDER 24 HRS. 
E Male White iwpoweng] — ovorceo] | 10/21/1869 94 el Ea Hevea 
3 Toa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or ‘ae a 12. CITIZEN OF WHAT COUNTRY? 
5 

3 during most of working life, even if retired) 3 

5 Retired Farmer Farming (Retired) | Carroll Co., Md, UsSeA. 

3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

2 Cig John Copenhaver Sarah Jane Stultz 
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‘% WAS ec eesem Sa es. aD) pe 16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
(es. 90, Of unknown) jive wor of dates of service) ry prs . 
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(IF EITHER, NOTIFY MEDICAL EXAMINER) 
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Hour 0. While Not oe foctory, street, office bldg., =a 
p.m. jot work [J Oo work 


2.1 peas that | attended the deceased = ks Pees a WSL, tees 10 
alive an. Serie Ak tae 2G3., and that death accurred ot /s 2: IS FEM, from the causes aha an the date stated abave. 


lah : ie: wo, Lr WKING sT. 4(TTLESTOWN fA 12 oft 3 
fea 4 L. PoTTER M.D. Ld We KING ST LITTLESTOWN PA __ 
Zac. NAME OF CEMETERY OR CREMATORY Gr) 72d. LOCATION (City, tawn, ar county) {Slote) 
eS Pipe Creek Brethern @F8h. Nr, Taneytown, Carroll Co, Md 
UNERAL DIRECTOR'S 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
WEE ice elites) Neve poet thes sole 


a a ss 


ote hos been signed by the attending physician and completely filled i 
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s @2 == ee 2 = 
oa ee 1. PLACE OF DEATH 2, USUAL HESIDENCE (Where deconsed lived, Hf instilution: before edmission) 
Les 43 COUN 
Py ‘ ip (SES ¢. STATE, b. COUNTY 
§ eqevi ON __oarviann | Malt ie) a 
2 Ene 3 / b. CITY OR TOWN (if outside corporete limits, | c. Ye OF STAY IN Ib c. CITY OR TOWN [If ffiside corporete limils, write RURAL end give neerest town) 
~ SEs write RURAL and givg nesres! town) 
a £55 Ween ey J JOS . BiG bs = 
Ss Us8s g NAME OF HOSPITAL OR INSTITUTION (i “nol in nije Give streofeddress) d, STREET ADDRISS IS RESIDENCE 
as 2 ON A FARM 
=: gain lyerne | Rt l— Box 16/4 ws] No EE 
Bee 01 “Fira Middle Lost 4. DATE Month Dey 
acs an " Dee SED . = 3 
g ea Mype or om AY // pce HpAtes Cys & A | beam eee 1S 963 
ry Sse 5. | 6. COLOR OR hay, ‘OF BIRTH ]9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
wiz jast birthday) |“Months| Dey: Hours Min. 
£ 582 Lerily WAG WIDOWED i ovorceo F] " exede AGTA df ye. | 
= §e8 TOs, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Counly & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
3 > 
£ 33 done during most of working life, even if retired) 


Sta 


a F “ Msctadiga ao oS 
13. Hag NAME r* sii 'S MAIDEN N. 
RIN Se 16. SOCIAL SECURIT, NO. | yA. i NT a 


15. WAS DECEASED 
fyesgive war ordetes of service} 
ese eal 


|, and.in any 
{ 
\ 


(Yes, no, or unkown) 


ben ad 


INTERVAL BETWEEN 
ONSET AND DEATH 


G yn 


18. CAUSE OF DEATH [Enter only one cause per line for (e), (b), end (c).] 


PART |. DEATH WAS CAUSED BY; 
IMMEDIATE CAUSE (e)}. (Be es A ae (amethse aT 


ad fOr epet- 
Conditions, if eny, which {b) 


geve rise to immedicte couse 
le}, steting the undestying 
cause lest, (e) 


rysician. 


ion, or removal 


DUE TO 


The law requires that the death cert 


be retained by the hospital or attending ph 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phys 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I[e)| 19. WAS AUTOPSY 
- =. > ae, PERFORMED? 
{ YES NO 


200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enier naiure of injury in Part | or Pert Il of item 1B.) 
OR CONTRIBUTING (] CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeer | 20d, INJURY OCCURRED | 2De. PLACE OF INJURY (Home, ferm, ; 2DI. (City or town) (County) (Stete) 
cart’ ten While __Not While tectory, street, office bldg., ete.) | 
et work [] et work [J | \ 


21. | certify that this yee ee the deceased from.. Ener 1902, to. ok pl 9G that (1) (we) last 
saw the deceased alive on. 196.3... wand thal death occurred ee ath, from fis causes and on the date slaled above. 


ee a ATTENDING STAFF 22 ENED 
fect, ce eg mo. | PHYS. a Aittcron OT Pays. 1 pees: 


MEDICAL CERTIFICATION 


p.m. W 


ATIENDING PHYSICIAN: 


4% 


director, page 3 should be detached for use as the burial-transit permit, Then pleas 


be filed with the State Dept. of Health prior fo burial, cremati 


B tj MMe, ee 5 22d, ADDRESS 
MarR WY, H Fo A ed. te 

Ee / 0A r JAN thes Tey Ad. 
Oe 230, BURIAL, CREMATION, | 23b. DATE THEREOF . 23c. NAME OF CEMETERY oR “CREMATORY | 23d, LOCATION (City, town or — 

a REMOVAL , (Spagity) 

o ?) "I L} re r yy) 4 
or femVval/ burial Pec. ‘6, 1963 tone £ enetery: Yorcraten, [1Ad. “ 
Lad * i 2Se. REC‘D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


2 
24 FUNERAL DIRECTOR’ IGNATURE > ADDRESS 
aps Poona Sons, Towson, Jianylond 


YR AIS (4) 
1SM 7-62 


gd 


en a 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


a 


14709 


15260 


‘| 1. PLACE OF DEATH 


CERTIFICATE OF DEATH 


2. USUAL RESIDENCE (Whare dacaasad tivad, If institutlon: Rasidance bafore edmission) 


Schizophrenic reaction, simple type. 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)| 19. WAS AUTOPSY 


3 “| ~ . COUNTY 
2 2. STATE b, COUNTY j 
or Carroll MARYLAND Maryland : Y 
= z 3 b. CITY OR TOWN {if outsida corporate limits, | c. LENGTH OF STAYIN ib | “¢, CITY OR TOWN (If outside corporate limits, writa RURAL and give neerast town) 
Feu is write RURAL and give nearast town) 
£75 Rural--Sykesville mo. 18days Baltimore i om 
Bas A] __ & NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give sreat eddress) 4. STREET ADDRESS +. 1S RESIDENCE 
BoLpSla: : if 4 - é A FARM 
=e 5//|Springfield State Hospital 1619 Druid Hill Avenue ves [] NOC] 
24 a one a ——— e manasa me on ae — eae —F 
3 BN 3. NAME OF First Middle iat 4 DATE Month Day Year 
gen 2 efi F i 
Bae {Typa or prin William Octairus Cummings DEATH 12 15 1963 
e ‘Se 5. SEX 6, COLOR OR RACE|7, MARRIED ial NEVER MARRIED [_] | ® DATE OF BIRTH 19. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
pis last bithday) |"Months) Days | Hours | Min. 
5S tale negro wivowen[] _vivorcen K}} 11/19/12 yes. | 
aes TDe. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stata, or foreign country) _ | 12. CITIZEN OF WHAT COUNTRY? 
288 _done during most of working life, even if ratirad) 
Bsz |Waiter bar tender _ Maryland USA 
Bec 13. FATHER’S NAME "| 14, MOTHER'S MAIDEN NAME —* 
Pas . * . 
gs Williams Cummings Jane Burgess 
Sc 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address i. 
52 * (Yas, no, or unkown) | (Ifyasgivawarordatesofsarvice) 
ee 3 ae ospital records - Sykesville, Mc 
€ i © 18. CAUSE OF DEATH [Entar only ona cause per fina for aah “ 7 "| INTERVAL BETWEEI 
SPES ONSET AND DEATH 
‘s PART |. DEATH WAS CAUSED BY: 
B_as IMMEDIATE CAUSE (a) Heart failure a> 22 a OE eo ein 
f4 i 
a & ae) DUE TO 
a g as ¥ ‘ 
$525 Conditions, if any, which Chronic rheumatic mitral heart disease | Years. 
3 M4 gave risa to immadiate couse 
a Say) (3), stating the underlying ( DUETO 
= i ce Leak «_Bronchopneupionia 1.2 days. 
@ 
Bean 


PERFORMED? 


YES no [j 


208. ACCIDENT WAS UNDERLYING [) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b, DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury in Part I or Part Il of item 18.) 


20c. TIME OF INJURY 
Hour a.m. 
p.m. 


MEDICAL CERTIFICATION. 


19 


saw the deceased alive on.... 


Month, Day, Year 


20d. INJURY OCCURRED ] 208. PLACE OF INJURY (Home, farm, | 2Df. (City or town) (County) (Stete) 
Whils __ Not While factory, street, offica bldg., ate,) | 


at work [] at work [_] 1 


228. SIGNATURE 


22c, PHYSICIAN'S 
NAME (Typa} 


Agustin del Campo, M. D, 


22b. DATE 


ATTENDING SIGNED 


pHs. [J 


22d. ADDRESS 


bnecron [J Pave. Gk] 12-16-63 
Springfield State Hospital 
et Re Aen AF Sykesville, .Marylan 


M.D. 


filed with the State Dept, of Health prior 


23a. BURIAL, CREMATION, | 23b. DATE THE! 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


death. Page 4 may be retained by the hospi 


TO FUNERAL DIRECTOR: After this certific 
director, page 3 should be detached for use as the burial-transit permit. 


sREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) 


YQ 


8 | Bur ad 12-19-63 Mt. Auburn Baltimore, Mi. 
H a 1] ERAL-DIRI Se 2 Charle SORESST ow as ue BY "Ge aN ae os SIGNATUI 
VR - z a L rt ig 
20m $63, Tete, : — 802 Madison Ave,, Ralto, |My 19 io Z d 


FOR STATE 
HEALTH DEPT. 


director. Page 
along with form PM3. Page 5 may be retained for yo 


-transit permit, fxé pages 1 and 2 with the State Depal 


y is necessa 
Health or its designated agent, prior to burial, cremation, or removal, and inf anjggyent within 72 hours after death. 


& 


PICAL EXAMINER: This certificate should be executed within 24 hours after death. If any 


ive Pages 1, 2, and 3 to the 


in tem 18, 


certificate, writing the word “pending” in pen: 


4 should be forwarded to the Chief Medical Examiner’s O| 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial 


TO DEPUT* 
please execu: 


VR AISME 


g 
= 

e 
8 


& 


MARYLAND STATE DEPARTMENT OF HEALTH 
14 peg of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH ore 
J oe6t . 


‘1. PLACE OFDEATH | 2, USUAL RESIDENCE (Where deccesed lived, If institut 


#: COUNTY | e. STATE b. COUNTY 
Carroll | MARYLAND || Maryland Baltinore 
b. CITY OR TOWN {if outside corporete limits, ¢. LENGTH OF STAYIN 1b |! c. CITY OR TOWN (If outside corporate limits, write RURAL end give neerest town) 
write RURAL end give neerest town) | } 
| Sykesville yrs. 6 mos Baltimore City SV) Se 
. IS RESIOENCE 
ON A FARM? 


d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) il d. STREET ADDRESS 
| 
I 


Springfield State Hospital 210 W. Franklin St. yes [_] No fx] 


First Middle Last 4, DATE Month Day Yoor 
OF 


DECEASED 
peek Alice_ ____ Unkown Davidson | "=""= December 1, 1963 
5. SEX 6. COLOR OR RACE) 7, maRRiED [] NEVER MARRIED J] | 8- DATE OF BIRTH ‘]9. AGE (In yeors |IF UNDER YEAR| IF UNDER 24 HRS. 
last birthdey) |"Months| Days | Hours | Min. 
Felale _ White WIDOWED DIVORCED [_]} 1-17-77 yrs. | 


P10. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stete or foreign country) 
done during most of working life, even if retired) | 


1) 12, CITIZEN OF WHAT COUNTRY? 


No 


Secretary | Maryland U.S.A. 
13, FATHER’S NAME | 14. MOTHER'S MAIDEN NAME 
Benjamin R, Davidson | Alice Gray 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 


(Yes, no, or unkown) ge eel 


hey State Hospital Records 


| INTERVAL BETWEEN 


| 718, CRUSE OF DEATH [Enter only ono couse per aq for (0), (bi, and (©) a 
PART I. DEATH WAS CAUSED BY. CL y Pete oe T Anup DEATIY 
IMMEDIATE CAUSE (6) hey g 

440 4 DUE TO “SenteuP 
Conditions, if eny, which (b) ‘0Ad-L bee as 


gave rise to immediete couse 
(a), steting the underlyin DUETO 
cause lest, il 


PART Il, ey IGNIFIC iT CONDITIDWS CONJRIBU: G DEATH Bun IT ‘Dx ‘O10 Tl ERMII tSEA SE BITHO, Co z PART Wal) 19. WAS AUTOPSY 

[EP LE ST ET 
H\¥ES fee) Bal 

“2be. EXTERNAL CAUSE WAS | 2Db. DESCRIBE HOW ek OCCURED. it ture pf injury in i be nee ILof item 18.) 7 a 

PRIMARY [1] or CONTRIBUTING | Fe. /0- >) 

CAUSE OF DEATH. | 


P20c. TIME OF INJURY — Month, Dey, Yeer | 20d. INJURY OCCURRED De. PLACE OF INJURY Wome, term, | 201. (Cityes town) 
Hour e.m, While __Net While y ie yh 
Zio pm 2 LOAST ES \sh work [ot work y LAA QArelf fcc 
21. I certify that | tookAharge of the remains described above, hel Insp ed Inquiry [_]. and in my opinion 


death resulted from: Natural causes RK Agjdent [], Suicide ["], Homicide [1], Undetermined manner ["] 
« CHIEF MEDICAL EXAMINER [_] 
4 eh Cant: ASSISTANT MEDICAL EXAMINER FE] gey 2f-£L3 
DEPUTY MEDICAL EXAMINER M (tle px 27. 
‘cher Address (Street, city, town, or county} bile on 


(County) (Stel 


MEDICAL CERTIFICATION. 


ACTUAL 
SIGNATUH! 


EXAMINER’S 
NAME (Type) 


W. Glenn S 


22e. BURIAL, CREMATION, ‘22b, DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY ‘| 22d. LOCATION (City, town, or country) (Stete) 
REMOVAL (Specify) 4 s 5 4 
Burvad Dec. 3,1963 |Davidsonville Meth, Cemet. Davidsonville, Maryland 


240. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


oan EC 4 19 3 forleg Vaedge. = 


ADDRESS 


nnapolis » Maryland 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
AES F CERTIFICATE OF DEATH 152 62 


PLACE OF 7 ‘ATH 2. USUAL RESIDENCE (Where decaased livad, If institution: Residence bafora admission) 
CesSclu sis (i 2, STATE b. COUNTY 
MARYLAND is g 


b. CITY OR TOWN {if outside corporate limits, ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, writa RURAL and giva naaras! town) 


ita RURAL and give ngarast town) } b 
LlteberesteDD Bidecher) sats 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give straat addrass) ; e. 15 RESIDENCE 


Ltd &, Ber) Heep @ [sno at 


NAMEOF : 7 ie j = : ” DATE Day 
DECEASED 


{Typa or print) &. Bevtw BEATH he o Fa is 63 


6 COLOR OR RACE) 7, maRnieD De NEVER MARRIED [] EL, OF BIRTH 9. AGE (in years IF UNDER 1 YEAR| IF UNDER 24 HRS, 


whee wipowto [J —sobivorceD [_] A A Ke me 5 ed a | iia ai | = 


Wa. USUAL OCCUPATION (Give kind of ° 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE Ge & State, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


> 
Z SS rer SA. 
14, MOTHER’ (lis NAME 
Le eee 2 
15. ‘S DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO. lw ™: ae Ckiatd 
(Yes, no, er unkown) | (Ifyesgivawarordatasofsarvice) GZ 
wo.” | = FNL ge ew breectlh, 


ould 


{ 


led in by the funeral 


thin 72 hours after death. 


wil 


rbon papers. Pages 1 and 2 sh 


ind completely 


Ke ca 


any event, 
pat 


I, and i 


| 18. CAUSE OF DEATH [Enter only ona cause par line for (a), (b), and (c).. v2 IN ITERVAL BE ieee 
PART |. DEATH WAS CAUSED BY, . 4 — 
IMMEDIATE CAUSE to)__ £72 22 T = LNYOC Hie re Fob. FAL Rie \nivrTes 
DUETO " 

Conditions, it eny, which ty Aer CRMOSbER OTIC “RRDICUMSCULGR DSERSE | Ve = 
gava risa to immadiata cause 
{a}, stating the undarlying DUE TO : 
SUA Iai eo. Diessres Vit LTH s AW 8 

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. RA or 
AYO BET NE Liz PA Ro PAT YS 


208. ACCIDENT WAS UNDERLYING [] 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of itam 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ion, or removal 


is 
2 
1 
v 
i 
5 
o 
= 
x 
“ 
= 
= 
3 
UD 
2 
5 
3 
& 
x 
o 
Ay 
ra 
2 
3 
= 
ao) 
© 
= 
& 
za 
* 
3 
= 
3. 
Py 
£ 
= 
a 
© 
= 
= 


to burial, cremat 


prior 


20c. TIME OF INJURY = Month, Day, Yaar | 20d. INJURY OCCURRED | 200. PLACE OF INJURY {Home, fm | 20%. (City or town) (County) (Siete) 
Rear: Sn. While __Not While factory, streat, office bldg., atc.) 


uit 19 at work [_] at work 


21. I certify that (I) (this hospital) attended the deceased from... VAR Boe 23, to. LPL Marry WG, that (VW (we) last 


= “s 

saw the deceased alive on.....0.se-L.& od ES, and that death occurred at% a “M, from the causes and on the date stated above. 
22a, SIGNATURE 22b. DATE 
—y/ 


C, 2ccn2et § ) £4 oto Sf , ra mys. fat “DIRECTOR rd ants. il Se ie a? 


7 PHYSICIAN'S, 22d. ADDRESS 


NAME. (Typa) 12 Wlevt Te Lit COOL TS 4 Dud. ere tere 


‘23a. BURIAL, CREMATION, V6, DAJE THERFOF 23. NAME at ERY OR YY 23d. LOGATION [City, = county] (Stata) 
VAL | eetce7” ey) Yo B_ 
SIGNATURE 7 


\ EEG e7 TOR'S SIGNA as "ADDRES, 25a. REC'D BY REGISTRAR | 25b. sna 
YR AIS (4) oad E Chia, "ers 2 
20M 5-63 G £ Lianlen, aa 


MEDICAL CERTIFICATION 


director, page 3 should be detached for use as the burial-transit permit, Then please 


death. Page 4 may be retained by the hospital or attending physician. 
be filed with the State Dept. of Health 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician a! 


TO HOSPITAL OR ATIENDING PHYSICIAN: 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


147722 CERTIFICATE OF DEATH 152638 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceosed lived, If Institution; Residance before edmission) 
COUNTY ¢, STATE b, COUNTY 


MARYLAND 3 Mary: ‘land 


b. CITY OR TOWN (if outside corporata Imits, ¢. LENGTH OF STAY IN Ib. R ane {If outside corporata limits, writa RURAL and give nearast town) 
writa RURAL and give rest town) 


Rural... Sykesville 2Yr.3mo,28d. Teiaerars City 21202 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) d, STREET ADDRESS e. 1S RESIDENCE 


| Springfield State Hospitel a 10] E PrestonStreet rat A EL 


/3. NAME OF ~_Middis jz Bas “Month Day “Year 
DECEASED 
19 


(Typ2orpin)  TWeresa Eleanor Deimel x DEATH 


5. SEX 6. COLOR OR RACE| 7, arRieD [CINEVER MARRIED [J] | 8 DATEOF BIRTH Sinn Grte yeas ra UNDER SRST IF UNDER 24 HRS. 
st birthday) | Months | Ds Hi . 
Female | White wipowep [[] _ivorcep [-] 8/25/98 bg is aa 


Wa, USUAL OCCUPATION (Giva kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stata, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
dona during most of working life, avan if ralirad) | Furness -Withy 


a eee BEY 1a. ~olaryians USA 
William J.Deimel Dec. Frances Hartel dec. 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17. INFORMANT = Address 
"6 no, or unkown) | (Ifyasgivewar or dates of services) 


fe 212-01-8128 | Springfield Hospital Records 
18. CAUSE OF DEATH [Entar only ona cause ine Tina for (a), (b}, and (e).] RVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: es AND DEATH 


IMMEDIATE CAUSE pity. i zz 
puto aS ph atin. eee 2 Y a tle as| 
0 Cohffieptr £, 


Conditions, if any, which SrOnLbePUeiunilidd , ‘Tel 


gave risa to immediata cause 
(0), stating tha underlying ( DUETO 
causa last. (a) 


PART I], OTHER SIGNIFICANT CONDITIONS. Bf ee? TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1a) Ww, WAS eee 
& aH FEE Via ZF Lex? ram [vs pd no 1 
208. ACCIDENT WAS UNDERLYING 1] | 206, ap HOW INJURY OCCURRED, (Entar nature of Injury in Part | or Part Il of itam 1B.) 


OR CONTRIBUTING (] CAUSE Of DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


jehy-filled in by the fj 


‘a 


MEDICAL CERTIFICATION 


20c. TIME OF INJURY — Month, Day, Yaar | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or lown) (County) (State) 
few ane Whils __ Not While factory, streat, offica bldg., ate.) | 
pete 19 at work at work 4 1 
2. 1 certify that (I) (this hospital) attended the deceased from........ PmbeO beer Wir toL 229m Pe. 19.63 that (I) (we) last 
saw the deceased alive on... L2e2Bee Biititeec canta 19.63.., and that death occurred at... ......M, from the causes and on the date slated above. 


ean ., 7 Ml STAFF mab, aes 
ATTENDING ED. s 
Zh Acad Fa! tote .b. | PHYS. fA) pirector [} PHys. [] 


Fad. ADDRESS Syhemrilis 


230. BURIAL, CREMATION, | 23b. DATE THEREOF 23¢, NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town or county) (Steta) 


BURA Specify) 
SURIAL 1-2-64 Holy Redeemer Cemetery Baltimore 
‘24 FUNERAL DIRECTOR’S SIGNATURE ADDRESS ‘250. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


a a m.Cook,Inc., 1217 St.Paul Street,Baltimore bake JAN y) Gee 
i laine 


D PHYSICIANS 
NAME (Typa] 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon pi 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 


death. Page 4 may be retained by the hospital or attending physician, . 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and comple! 
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20M 5-63 


itemq cOkel Film 5%7 1-lQgRRYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


147973 CERTIFICATE OF DEATH 15264 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceasad lived, If institution: Rasidence before admission) 


3. COUNTY . STATE b. COUNTY 
Cabroll MARYLAND ; Maryland Carroll 


ay 24 hours after 


{a), stating tha underlying 
sause last, () 


. WAS AUTOPSY 


for use as the burial-transit permit. 


acd 
3 
oo 
o 
nN z =~ 8 pfee = 
ve b. CITY OR TOWN (if outside corporata limits, ¢. LENGTH OF STAY IN ib €. CITY OR TOWN (If outside corporate limits, write RURAL and giva nearest town) 
a8 write RURAL and give nearest town) 
<5 New Windsor 4 | 2 months x Ruzal Uniontown _ 
3% 4. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give street eddress) 4, STREET ADDRESS a. IS RESIDENCE 
ts ON A FARM? 
lage + YES [_] NO kk 
2 Ske 3. NAME OF , ]— ie —- = = “Middien ~ Last a “DATE Month “Day Year 
3 28s DECEASED : 
g fae Uae Bapiat) Martha Virginia Dingle BEar December 23 1963 
© 8st 5. SEX 6. COLOR GR RACE|7, MARRIED [] NEVER MARRIED [] | & DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
eee peetibigh dar! erst “Days | Hours) Min, 
. 83 Female White wioowerK] _oivorceo[-] | October 19, 1881 | 82 vs. | 
6 &e8s Wa. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | il. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
2 833 dona during most of working life, aven if retired) 
= 352 Housewife Own Home y Carroll Co., Maryland U.S.A. 
he ae 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
= aa- 
8 see Nathan Haines Fannie Stultz ~~ 
yaad 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITYNO.| 17. INFORMANT ‘Address 
° 4 
2 §23 (Yes, no, or unkown) | (Ifyesgivewarordatesofservice) | 
B 2" 3 _No le __| None | Clarence Dingle, RFD #1 , Union Bridge, Md. _ 
fet2s 18. CAUSE OF DEATH ‘only one cause per line for (a), (b), and (e).)_ INTERVAL BETWEEN 
Soe PART |. DEATH WAS CAUSED BY: ONSET AND DEAT 
FU ae IMMEDIATE CAUSE (a) __ ——— 
cezenc 4 
Pang? DUE TO 
zEcee Conditions, if any, which (b) - 
“D832 gave rise to immediate cause - 
£505° DUE TO 
3s go8 
2 te Ss 
Boots 
BBSge 
Seees 
et 
aoe 3 
. 
girl 
Ag<tss 
a 
i 
H 
2 
my 


Zz PART fl. OTHER SIGNIFICANT CONDITIONS ‘CONTRIBUTING TO DEATH BUT | NOT RELATED TO THE TERMINAL DISEASE 
fo) ——— PERFORMED? 
& Yes [|] No 
3 = | 20a, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Part Ii m 18.) a a 
7 = | OR CONTRIBUTING Df CAUSE OF DEATH 
a3 & | (le EITHER, NOTIFY MEDICAL EXAMINER)! }’@ ] 1 doing housework 
mod — — — = 
St $ | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INTURY (Hone, Pat 208. (City or town) (County) Giata) 
So g H 3 Whil Not Whil tory, street, office bldg., elc 
B<55 2 ow SuemMay, 20. +3 Oat weupa paren ome ' carrods 
BU 
2028 21. 1 certify that (l(this hospital) attended the deceased fro 19. to. , that @) (we) last 
2a 2 saw the deceased alive on. fete UiyAS) and that death ‘occured at. 2.PM, eal e568 ter ire date stated above, 
P 25 se 3 
3 2S ; RE 22b. DATE 
& Rae eri ua a ATTENDING MED. STAFF SIGN 
a Ok en, mo, | PHYS. — [2F Director [} PHYS. [] 12--26-63 
fs a Qe | 22c. RSCTA rims 7 ta 22d. ADDRESS = = 
eS NAME (Type A 
ae 8 a | T.H. Begg, M.D Union Bridge, ..Maryland......... _ 
Cee Ds ‘Ss 73a. BURIAL, CREMATION, | 23b, DATE THEREOF | 23c. PAAME OF CEMETERY OR CREMATORY ——| 23d. LOCATION (City, town or county) (Stata) 
oo REMOVAL (Specity) 
ovoss ‘Stria 12/27/63 b of God Cemetery Uniontown, Maryland 
tae (4) 24 FUNERAL DIRECTOR'S SIGNATU! og e 25a. REC'D BY REGISTRAR | 25b. REGISTRARS SIGNATURE 
enigise C.0. Fuss & Son Taneytown, Maryland lowe DEC 27 | (herbog ep 
— V 


eral 
Se 


un 
2 shoul 
= 


% 


mpletely filled in by the fi 
papers. Pages 1 and 


f, within 72 hours after deat 


| ail 


Then please remove ¢: 


s that the death certificate be executed within 24 hours after 
|, cremation, or removal, and in any 


te has been signed by the attending physician and co 


director, page 3 should be detached for use as the bu 


be filed with the State Dept, of Health pi 


death. Page 4 may be retained by the hos, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requi 
TO FUNERAL DIRECTOR: After this cert 


VR AIS (4) 
20M 5-63 
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Bae 
a 
Pabst 
a a2, 
ecs 
Ee 
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2 
ogin 
525 
& a 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


14776 CERTIFICATE OF DEATH 15 2 65 


1 Boner or DEATH 2, USUAL RESIDENCE (Whare dacaased livad, If institution: Rasidence bafora 
i STATE b, COUNTY . 
Carroll SiRAenaaro i Maryland Frederick V 
b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN Ib ©. CITY OR TOWN (If outside corporata limits, write RURAL and giva nearest town) 
write, RURAL and giva nearest town} » ‘ 
(Rural) Sykesville Oy 8m 284 Frederick Y/ ficeee 
d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street eddrass) G STREET ADDRESS ; + Saaae 
Cont * we Sy ol 
Springfield State Hospital 707 N. Market Street ves [] no fg 
pees ; a ~ Middle = i; | aA “Month Day ‘Yer 
a q OF 
{Type or print David Edwin Drackley DEATH a2 h 9 63 
5. SEX > 6. COLOR OR RACE|7. marrieD FE] NEVER MARRIED BD & PATE oF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
; last birthday) Rental Days | Hours | Min. 
male white wiow[] pivorceo [| -6-1912 a 


Da. USUAL OCCUPATION (Give kind of work Wl, BIRTHPLACE (County & State, or foreign country) | 12, CITIZEN OF WHAT COUNTRY? 


j 1Db. KIND OF BUSINESS_OR |NDUSTRY 
done during most of working lifa, evan if ratirad) [Hast Coane clay 
Teletype mechanic Station _ Towa USA 
13. FATHER’S NAME . 14. MOTHER'S MAIDEN NAME = > 
David E, Drackley Myrtle Bourne Ss, 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
(Yas, no, or unkown) | (Ifyesgivawar ordatas ofsarvica) 
Yes WoW. IT 83-10-5010 Hospital Records aes eS) 
18. CAUSE OF DEATH [Enter only one cause per line for (2), (b), and (c).} —- © “) INTERVAL BETWEEN 
ONSET AND DEATH 
PART |, DEATH WAS CAUSED BY : = : 
4 IMMEDIATE CAUSE (a) Bilateral Dronchopneumonia — |__ Days—__ 
7, DUE TO 
Conditions, if any, which (b} 
gave rise to immadiata causa Me ik 7 * . 
(a), stating tha undarlying ( OUETO 
causa last. (e). [PP "mee 
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART "a 19. WAS. AUTOPSY 
= 2. : s : rs - * 2 
$|_Chronic Brain syndrome, presenile brain disease, with psychotic reactian® no Fj 
= 2D, ACCIDENT WAS UNDERLYING inf 
Aaa Re IG E,| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Part Il of item 18.) 
& | (UF EITHER, NOTIFY MEDICAL EXAMINER) - 
< 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 208, PLACE OF INJURY (Homa, farm, ) 2D%, (City or town) (County) (Stata) 
g Misi ‘aces While Not Whils =e straat, offica bldg., ele.) | 
a pice Ais, 1 at work J] at work [-] t ie) 
mg 
21. | certify that [0 (this hospital) attended the deceased from...... 3mO. ei cistosted 923863. toe... L2 mis. ate z 19%53., that $< (we) last 
19..63., and that death occurred at.....M, from the causes and on the date stated above. 
Cee ATTENDING MED, STAFF 2b GND 
E. DeFilippis, M.D. mo. | PHYS. = [J Director [(} PHys. [i 12-63 
22c. PHYSICIAN'S =< Ba Fe An, 22d. ADDRESS ee a. 
NAME (Type) a, AVE ~ AG Gf AA ® Springfield State Hospital 
23a, BURIAL, CREMATION, | 23b. DATE THEREOF ke NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county] (State) 
REMOVAL (Specify) 
Burial 12/9/1963 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250, RECYD BY REGISTRAR }25b. 


GISTRAR'S SIGNATURE 
M.R.Etchison & Sen,Frederick,Maryland oanDEC 11 19 (Chcrrbsg Nedge. 


eta 


od 


Y death. Page 4 


DING PHYSICIAN: The law requires that the death certificate be executed within 24 ho 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician ond completely filled in by the funeral director, 


fhe hospital or attending physicion. 


RNI 


® 


TO HOSPITAL OR, 
moy be retained 


ch with 


Then please remave corban papers. Pages 1 and 2 should b 


page 3 should be detached far use as the burial-tronsit permit. 
the registrar priar ta burial, cremation, ar remaval, and in any event within 72 hours after death. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1477S ~ CERTIFICATE OF DEATH 


Reg. Dist. Now} : 2 BE 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission! 
o. COUNTY 


MARYLAND “Th 1 b. COUNTY 


b. CITY OR TOWN If outside corporote 
RAL and give neares! town) 


d. NAME OF HOSPITAL (If not in hospital, give streo address e 7 d. STREET ADDRES! 1S RESIDENCE 
Se NstiTuTION | gab q i" CE Pp 2s ON A FARM? 
YES 0M 


4, DATE Month Doy Yeor 


beam ee a2 19@S 


c. LENGTH OF STAY IN Ib c. CITY OR TO! (If outside corporote limits, write RURAL ond givejnearest town} 


3. NAME OF First Middle Last 
DECEASED 


(Type or print) 3) AV Yv. A Ma $ 


6. COLOR OR RACE | 7. MARRIED [1] NEVER MARRIED a B. DATE OF BIRTH 


W Wt WIDOWED E-” ~—Divorcen 1] 4 10 


. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign cauntry) 


9. AGE {In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Manths] Days ee Min. 
during, mast of warking life, even if retired) 


lostbithdoy) 
ee OF Se 
13. = 'S NAME . ul n = 
Tf, WAS DECEASED EVER IN U: 5 LA fs ae SOCIAL SECURITY NO. | _ INFORMANT, ess 
saickas Po Sanaa ening R= HP UP | 2 
AQ } re Feel ' 
18. CAUSE OF DEATH [Enter only ane couse per line for (a), (6), and (<)-] : INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ele oy RSW 7 oe 
IMMEDIATE CAUSE (a) WA go os 


] DUE To 


ates inenysketbich Pt ne Cmolir Va- F ana 


gove rise ta immediate 
couse (0), stoting the under. (OVE re 
g couse lost. (e 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)| 19. ea ey. 


yes (1) NO 


” 


20a. ACCIDENT WAS UNDERLYING (1 
‘OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port I! af item 1B.) 


20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED 


Hour 0. m. While Not while 
p.m. 19 Jat work [] at work [} 


21. | certify thot | ottended the deceased from Gay ___ 


20e. PLACE OF INJURY (Hame, farm, | 20f. (City or town) (County) (State) 
foctory, street, office bldg., etc.) | 


MEDICAL CERTIFICATION 


EES 


_ WSS_, to freee AA , 19 thot | lost sow the deceosed 


alive on /2ee, AP nl ?__, ond thot deoth occurred ot{f. /___M, from the couses ond on the dote stoted obove. 


rye (Street, city or ee stofe) DATE SIGNED 
sewarne UL) | A oan wo, MAnch ester Me DBka. 32! 


PHYSICIAN'S WwW H Ec, ‘ 
NAME (Type) 0 4 i 
720. BURIAL, CREMATION, | 22b. DATE POUL z Ke NAME OF CEMETERY ORsGREMATORY 


rhe Ispegh (2/26 pee Lares 


23. FUNJ Ue Ed ELE ee Mithila. CL. (Cute 


ty. a or econ (Stote) 
pA expo are 


RAR | 24b. REGISTRAR’S SIGNATURE 
Vat f. 


0 
¥tiy \Yeetee, 
To 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


14775 CERTIFICATE OF DEATH 15287 


Y 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceesed lived, If institution: Residance before admission) 


Zshould 


7. MARRIED [_] NEVER MARRIED B&] Rg & 
WIDOWED [_] ovorceo []| 2=3=- Unknown 


Db. KIND OF BUSINESS OR INDUSTRY 


NV Oh 


lost birthday) 
8. 


ea Days | Hours | Min, 


Female White 


Wa. USUAL OCCUPATION (Give kind of work 
', done during most of working life, even if retirad) 


Unknown 


13. FATHER’S NAME 


Hugh H. Eagan 


/ 


i 

oo 

5 

= a. COUNTY 

28 Garroll iste «STATE Maryland b. COUNTY City v 

Se b. CITY OR TOWN (if oulside corporete limits, ¢. LENGTH OF STAY IN Ib ©. CITY OR TOWN (if oulside corporete limils, write RURAL end give noerast lown) 
—* writa RURAL and giva nearast town) Baltimore 

33 ,|Rural_-- Sykesville 4y9m10d / 

= 2 ry ie} d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give streat eddrass) d. STREET ADDRESS. 7 $ e. IS RESIDENCE 
tems ON A FARM 

@ = 522 | springtiera State Hospital jz N, Wolfe St. Baltimore, 

Ban 3. NAME OF R “Gidde ] ni Da 

a ah DECEASED Yon nee S 2 ack h | 4 ‘DATE Month Day 

Sex res op Print EAGAN FANNIE K aS: SEATH 12 13 

2a Bs 5. SEX i“ "/. COLOR OR RACE 8. DATE OF BI 9. AGE (In yaars IF UNDER 1 YEAR] IF UNDER 24 HRS, 
aS 

£08 

3 

ey, 

wae 


Tl. BIRTHPLACE (County & Stale, or foraign country) | 12, CITIZEN OF WHAT COUNTRY? 


Maryland uxto. S.A. jt 
14. MOTHER'S MAIDEN NAMI 


Carrie Frederick 


by the attending p'! 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT ‘Address Maryland 
(Yes, no, or unkown) | {Ifyes giveweror datesofservice} 
; = Unknown | Springfield Hospital records » Sykesville/ 
18. CAUSE OF DEATH [Enter only one cause per line for (e), (b), end (e).] : | INTERVAL siigaca| 
PART I. DEATH WAS CAUSED 8Y: : 
IMMEDIATE CAUSE (e)____ _Essential ial Hypertension = — . pS ek 
= 
) DUE TO , Ae & 
Conditions, if any, which (b). Cerebral enorrhage = ae 3 eee al = °= 


gave rise to immediete couse 


{e), steting the un DUE TO 


fe). 


Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ill 19, ee AUTORSY 
g —— << Ghaa PERFO 

= 

$|_ Mental deficiency - undifferentiated. -4 ves [] No 
5 RES Pica Hen) 20b. DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury in Pert | or Pert Il of ler } 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

§ | 2Dc. TIME OF INJURY Month, Day, Yaar | 2Dd. INJURY OCCURRED | 20e. PLACE OF INJURY (Homa, farm, | 2Df. (City or town) ~~ (County) (State) 
3 oer eae While __ Not Whila fectory, street, office bldg., etc.) | 

= irc Ww jal work at work f 


soweseny WD, 10,.dh QP LAZ......, 19. QD that ¥) (we) last 
12-13 Veet: ate 
saw the deceased alive ont Omg... ecco 2., and that death occurred ald rom the causes and on the date stated above. 


amen NE TTENDING MED. STAFF 72. SOND 
A . 
DLW fee pays. Bet pimector [] PHYS. [] 12=13=-63__ 


22d. ADDRESS Sond ne field State Hospital 
Konstantin Weber, M-D. | pele Mar: land. 


23e¢. ela CREMATION, | 23b. DATE 153 23¢, iE OF CEMETERY OR CREMATORY 23d. a (City, town or county) ba) 
eel Wood Ce » Ave Be. Ie. Md 
SIGNATURE ADDRESS 25e. REC'D BY Ri “Lo = REGISTRAR’S Toe ap 

os y, A. 
ae (2h S Ae nog Nerd ge 


. | certify that $) (this hospital) attended - ry he from..22 57. 


Zc. PHYSICIAN'S 
NAME (Typa) 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and/in poner’ 


director, page 3 should be detached for use as the burial-transit permit. Then plea 


death. Page 4 may be retained by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN; The law requires that the death certificate be executed within 24 hours after 
TO FUNERAL DIRECTOR: After this certificate has been signed 


VR AIS (4) 
20M 5-63 


loare)E 0.16 Ze 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1473 CERTIFICATE OF DEATH 15268 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where daceased lived, If institution: Residence before edmission) 
f *. COUNTY “Ff ATE b. cole 
Soe Carroll MARYLAND ryland ontgomery 
>~Es b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (lf outside corporate limits, write RURAL and give neerest own) 
Be “ a write RURAL and give neerest town) 6 7 
es Sykesville 2mos, 26 days Silver Springs Xx *X 
3 & 7 d. NAME OF HOSPITAL OR INSTITUTION (if not in hospilal, give streot eddress) dd. STREET ADDRESS mi . IS RESIDENCE 
ors. ON A FARM? 
eae Springfield State Hospital 10026 Reddick Drive 
2an /3. NAME OF First Middle Last | 4, DATE = Month Year 
a =, pacts a F OF 
Sct Spears TEOLA Bailey EDELIN DEATHDecember 8 
2 3 = 5. SEX $. COLOR OR RACE|7, MARRIED [_] NEVER MARRIED [_] | 8- DATE OF GIRTH 9. pom ater IF UI 
eS r Me 
cee Female White WIDOWED pivorceo [] | 1=2=91 Srey So 
36 10a, USUAL OCCUPATION (Giva kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stale, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
Ex done during most of working life, even if retired) 
fs Statistician Sees Virginia UsSehe 
gs 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
3 


Marcelius Bailey Roberta Fletcher 
i WAS caren it Inge aa Nea Tae ' 16. SOCIAL ‘S.3° NO.) A INFORMANT Records Address 
at, n0, oF unkown) | (Ifyesgivewarordstesofservica 
ii 2 15g 0-3799A Springfield State Hospital 
18. CAU:! (TH [Enter only one cou a es a 


PART I. DEATH WAS CAUSED BY: P 
IMMEDIATE CAUSE [e). 


DUE TO 


Conditions, if any, which 
geve rise to immediete cause 
(e), steting the underlying 
couse 


{c) i i a 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tle) RS AUN 


hronic brain syndrome associated with cerebral arteriosclerosis,with ves 4} ee oO 
i sychoti c reat on 
CCIDENT WAS UNDERLYING injury ii ii 18.) 
OP CONTRIBUTING [] CAUSE OF an 20b, DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Pert | or Pert Il of item 18.) 
(IF EITHER, NOTtFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20s, PLACE OF INJURY (Home, ferm, | 20f. (City or town) (County) {Siete} 
Hurd atet While __Not While factory, street, office bldg., etc.) | 
work [_] et work [_] 


MEDICAL CERTIFICATION. 


p.m. 19 
21. 1 certify that (I) (this hospital) attended the deceased fro 
19. 63, and that death occurred at.2 A, 


3. thal (I) (we) last 
tt line causes and on the dale staled above. 


saw the deceased alive on 


*) ast Te > = ATENOINS, MED, STAFF ae Paes 
: be bre S D. []_oiector [] PHYS. fel Deceniber 9, 1963 
| ») Teena Ss 22d. ADDRESS S$ rt. n ie 14 Sa H os 4 tal 
mane) Antonius Ghali MD. | pri.nef ¥ 


director, page 3 should be detached for use as the burial-transit permit. Then 
be filed with the State Dept. of Health prior to burial, cremation, or remoyé 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physiciat 


23d. LOCATION icity, town or county) {Stete) 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


230. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 
Me ae | 12/11/63 | Arlington Nat'l Cem, |Arlington, Virginia 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS §= Was Le REC'D BY REGISTRAR oz ug som SIGNATURE 
pena The S, H.Hines Co, 2901 ihth St, N.W, “leWEC12 963  ™ boa Ne 


20M S-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ms ERTIFICATE OF DEATH 5264 
nok? 3 : “ Lg) 


=o 
—~— 
mt 
ney 


ae if 

3 a] 

w 3 1 = “4 7 2. USUAL RESIDENCE (Where deceased lived, ff institution: Residenca before edmission) 

° % a. COUNTY b. COUNT, 

2 Pi "3 Ps _MARYLAND _ Zt 

a qo b. CITY OR TOWN [if outsida corporate limits, ze 0 OF STAYIN Ib || ¢. CIfY OR TOWNS oulside corporete limits, write RURAL end give naeres! awn) 

~ write RURAL end give regrest town) - 

Nn : 

c — Ral £ ne 

a 3. NAME GF HOSPITAL OR INSTITUTION {if ngf in hospital, Le 4 address) Sh i ADDRES, 1S RESIDENCE 
x é ON A FARM? 

oe yes [] NO 


rst Middle aad BATE Month Bey eer 


ots Fey, ee 2 ed Z. vate 


\RRIEDE > IF UNDER 1 YEA\ UNDER 24 HR: 


- COLOR OR RACE|7, MARRIED ACS PREVER MARRIED [_] - 
Months] Days 
wivowen [| pivorce [_] L242 
Tos. USUAL ant (Give kind of work | 10B. KINO OF BUSINESS OR INDUSTRY i, ae & Stete, of 1 GS. country) | 12. CITIZEN OF WHAT COUNTRY? 
done durin; gPting lilp, even if retired) j f. Yd. f 
: * "i * Shea eR'S LL, ye : ; » 


ve RCES? | 16. aabiie SECURITY NO.| 17. (noe y Address 
ifyesgivewererdatesofservice)| 3. ap ea 
2/7- 26° 29 Va 


8. DATE OF BIRTH |9. AGE (In years 


1 Z wi 


Hours fa or Min. 


vent, within 72 hours aj 


e attending physician and completely ted in by the funeral 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 


18. CAUSE OF DEATH [Enter only Jaa aeae ee line for (a), (b), end (c) Zoecth, 


PART DEAT ancautin CK aed eae tiharerR yet brag 


RVAL BETWEEN 


ONSET AND. 


jician. 


The law requires that the death certificate be executed 


vu 
z 
a 
= 
QO 
S26 
Ete 
me. 
ggae 
aS / - 
a5 3.9 Gf ae 
eoes ie DUE z a thy ‘ 
S§ & Conditions, if eny, which {b} 
5a S geve rise lo immediete cause 
Ss ze s : DUE TO 
Suas (e), steting the underlying 
res ease lat a ) ne Lemfee } a Ih SF oe og 
pep 2 = z PART Il. OTHER SIGNIFICANT CONDI UT NOT RELATED TO THI MINAL DISEASE IDITION GIy 19. WAS AUTOPSY 
3s Seo io] es 
as 2 
SSees Als tte. Yes 
assge CIS i = a a- - =i 
me $5 & | 2ce, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. [Enlor noture of injury in Part | or Port Il of itom 18.) 
Rous. & | OR CONTRIBUTING [] CAUSE OF DEATH oC 
aE = © Y(F EITHER, NOTIFY MEDICAL EXAMINER) 
> = a2 al ~ rm = 
Qasce S |20c. TIME OF INJURY Month, Day, Yeer | 20d, INJURY OCCURRED | 20c. PLACE OF INJURY (Home, farm, | 208. (Cily or town) (County) (Stete} 
ee es a Hour a.m. —_ While Not While fectory, street, office bid., ete.) | 
B2 . 3 = ein = 9 ‘ot work at work 1 
Zea 2 a 
= 3 “ 
E eOfes 21. 1 certify that (I) (this hospital) attended the deceased fromf.. ae ee to... 2, 196.2 that (1) @reblast 
2 
<89 3 saw the deceased alive oni Beh as Z0 19G.3.., + and that death mcatrad rice .M, from the causes and on the date stated above, 
Baa Ze. SIGNATURE “4 l 22b, DATE 
Age ATTENDING MED. STAFF SIGNED 
FF oe eee Ce mp. | PHYS. va DIRECTOR a pays. [] 
Has 3 rae. mana \ 193d. ADDRESS 
ae} / SL Allie sl an eagle ly =e 
mem ge Za, BURIAL, CREMATION, | 236. DATE THEREOF 23e. Ob Lis F CEMETERY OR CREMATORY Tid. LOCATION (City, town or ee 
s 5 
gem Luee AO TO 
® FPA 
VR AIS (4) © 


15M 7/61 


per (Specify) 
we “DIRECTOR'S. SIGN 


a AEE LA. une EC31 1968 lead 


MARYLAND STATE DEPARTMENT OF HEALTH 
Se Avira i STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, mes ~ a 
147. CERTIFICATE OF DEATH cara 


1, PLACE OF DEATH " 2. USUAL RESIDENCE (Whera deceased lived, If institution: Rasidence before edmission) 


=) 


‘3. SEX 6. COLOR OR RACE 8. DATE OF BIRTH IF UNDER 1 YEAR 


sf 
i is a a. COUNTY a. STATE b. COUNTY 
gs yg Carroll __ MARYLAND Maryland Montgomery ¥ 
i" sere. b. CITY OR TOWN (if outside corporate limits, “) ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporete limits, write RURAL end give neares! town) 
eae, write RURAL and give nearast town) : 
MS Sykesville 2yr,lmo,6days||_ Silver Spring, Maryland _ YX ake 
= 3 d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give streat address) d. STREET ADDRESS ~. 1 RESIDENCE 
@: | _Springfield State Hospital u 161) Parham Road as ves [] No Be 
3 8 ras WAME OF | Z First 3 Middle last j 4. DATE Month Days Year 
a3 5 ° 
3 2 (Type or print) ELLEN KATHERINE BRODERICK FINNEGAN peath December 23 1%3 
e 8g = 
md 


9. AGE (In yeers IF UNDER 24 HRS. 


7. MARRIED PX] NEVER MARRIED [_] 


White 


ues 


6-15-1885 pent | Day: 


‘Female 


10h. USUAL OCCUPATION (Give kind of work 
na during most of working life, even if retired} 


Housewife _ 


53. FATHER’S NAME 
Lawrence Broderick 


Hours 


wivowen [_] Divorced [_] 


1Ob. KIND OF_BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foraign country} 
| Ireland 


“14. MOTHER'S MAIDEN NAME. 


Marie Broderick (maiden name same as married) 


12, CITIZEN OF WHAT COUNTRY? 


ician an 


I-transit permit. Then please remove carbon papers. Pages 1 an 


and in any event, within 72 hours after deat} 


2223-63. 
- 22b, DATE 
(par ¥ _MD. mS OIRECTOR (Ea) oe * December 23, SE3 


“@ 


death, Page 


220. SIGNATURE e 
22¢. PHYSICIAN'S 


NAME (Typa) 


"| 22d. ADDRESS 


Sykesville, Maryland _ 


Ilse Kanm, M. De 


12-28-63 


DIRECTOR'S SIGNATURE 


Ae 


23c. N. 


Gell CREMATION, 


2 
A 
= 
g 
BS 
34 
$2 
$3 ~ . foie a J 
oo Stes. 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17. INFORMANT Addrass 
£ $25 (¥es, no, or unkown) | (Ifyes give werordetesofservica) | . 
=e 3 no _none _—|_- Records of Springfield State Hospital _ ie 
=e7 © 18. CAUSE OF DEATH [Enier only ona cause per lina for (a), (b), and (c).) . -2 a: ~~ | SNTERVAL SETWEEN 
g8 5 PART I. DEATH WAS CAUSED BY: ‘ be, en ei 
Bepal IMMEDIATE CAUSE (a) _ Bilateral Bronchial Pneumonia __|__days 
¢ 
£ ce) 4 / ’ DUE TO 
Becte Conditions, if ony, which ) Arteriosclerotic Heart Disease _|_years_ 
° 285 5 gave rise to immediate couse 
“£2 “oq (e), sleting the underlying OUETO J 
ese 5 couse d Arteriosclerosis _ E : 
me ae a z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ha)| 19. ere 
gage2 5 f 4 7 : * ; 
Ree os <| Chronic Brain Syndrome with cerebral arteriosclerosis with psychotic re./‘sx] ‘°O 
Re 5 35 = [20. ACCIDENT was Bie Ne T_ | 20b. DESCRIBE HOW INJURY OCCURED. (Enter natura of injury in Part | or Part Il of itam 18.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
neers 8 |e eiTHeR, NOTIFY MEDICAL EXAMINER) 
vases s 20. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20s, PLACE OF INJURY (Home, * 20f. (City or town) ~ (County) ~_ (Steta) 
ay < By a Hour e.m. Whila __ Not Whila lectory, strant, offiea bldg. 
fa Ae = Bam. 19 let work [_] et work { 
ie 
HEOs é 21. F certify that (I) (this hospital) attended the deceased from..Gm elm Od ccc Dosnr 1thOT Ode. Wess that (I) (we) last 
KZUSe saw the deceased alive on... . and that death occurred S10 M, from the causes and on the date stated above. 
ges : 
Ea 
Bee 
don 
aes 
i a 3 
S 
ry 
= 
ov 3 
» 


TO HOSPIT. 


VR AtS [4} 
15M 7-62 


iF METERY OR ,C Reggae feu Bee Zi , kown or county) {State} 
J - Jj q "25a, REC'D BY REGISTRAR |25b. REGISTRAR’S SIGNATURE 
ZL | DATE DEC 1963. Chia Lo, 4 é 


& 


retained for your files. 
the State Department of 


jours after death. 


|, 2, and 3 to the funeral 
he 3 
i) 


ile pages 1 and 2 w 
or removal, and in any event withingd2 


ith form PM3. Page 5_ ma: 


9 wil 


executed within 24 hours after death. If any! 
-transit permit. Fi 


3 
2 
% 
a 
© 
= 
oO 
cy 
i? 
2 
= 
. 
e 
o 
4 
ce 
Do 
£ 
D 
= 
S 
a 
4 
Ss 
=, 
® 
= 
a 
st 
3 


@ Chief Medical Examiner's Office alon: 


ted agent, prior to burial, cremation, 


o 
a 
2 
3 
° 
s 
° 
3 
8 
3 
3 
2 
= 
- 
| 
4 
x 
iT 
a 
m4 
is) 
= 


igna 


please oT certificate, 


4 should be forwarded to th 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial 


Health or its des 


| d. NAME OF HOSPITAL OR INSTITUTION (if not in hospilel, give street eddress) 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


750 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 152% 


{| 2. USUAL RESIDENCE {Where deceased ied; If inatitution: Residence aA edmi: 
|| e. STATE b. COUNTY 
| Maryland as 


MARYLAND 


b. CITY OR TOWN {if outside ‘corporate limits, ) «Ul TH — IN Ib 
write RURAL end give neerest town) 


| 
| 
_ Sykesville 1; yrs 6 cal Baltimore. Syahy+ 


i d. STREET ADDRESS |e. 1S RESIDENCE 
| ON A FARM? 


Springfield State Hospital 1033 N. Calvert St. __Lys(Q) xo 


5 First Last 4. DATE Month 
DECERSED 


(Type or print) Anna FISCHER | DEATH 


c. CITY OR TOWN (If outside corporete limits, write RURAL end give neeres! town) 


PS. SEX 6. COLOR OR RACE] 7, jaRRieD [-] NEVER MARRIED Bg | & DATE OF BIRTH "]9. AGE [In yeors /IF UNDER 1 YEAR| 


female white WIDOWED pivorced [} 8-5-8090 3 ee! er img | aie 


USUAL OCCUPATION (Give kind of work ] 108. KIND OF BUSINESS OR INDUSTRY, II, BIRTHPLACE (Stele or foreign couniry 12, CITIZEN OF WHAT COUNTRY? 
during most of working even if retired) - 


Nurse Germany ; : 


FATHER’S NAME | 14. MOTHER'S MAIDEN NAME 


Albsrt Fischer | Carolina Von Carle 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 


(Yes, no, or unkown) Utyesgive war ordetosot service)| 
Springfield State Hospital Records 


8. CAUSE OF DEATH [Enter only one couse a line tor 4 (b}, and (c). ws INTERVAL BETWEEN 
ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: E 
SMMEDIATE CAUSE (@) We ee lies GJ fu Leg Chimie) £49. Ag 
ous.§ DUE TO ay Zz 
Conditions, if eny, which Vert ro 


geve rise to Immediete couse 
{e)}, steting the underlying 


cause lest. 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN I ART a}/ 1 WAS AUTOPSY 
z ,_ Oe, PERFORMED? 


ca 
Faceted LY Ko | Yes] No 
20a. EXTERNAL CAUSE WAS | 20b. DESCRIBE HOW INJURWOCCURED. (Enler nofure of injury in Part | or Part Il of item 18.) x 
PRIMARY [1] or CONTRIBUTING | ¥, 
CAUSE OF DEATH. Freee. Non C4 Us Ss — 
20. TIME OF INJURY ne 3/3/23) 20d. INJURY OCCURRED 2De, PLACE OF INJURY (Home, ferm,  2Df. (City or town) (County) (Stele) 


ur a ant oe eg 3, fectory, strestyalfice bl eg S Le be wel 


21, I certify that | took charge of the remains described abové, held S/Autopsy [_]. Inspeflion [Xf Inquiry [_]. _ and in my opinion 
death resulted from: Natural causes Bx]. Agcident [], Suicide [ |, Homicide [[]. Undetermined manner [_] 


MEDICAL CERTIFICATION 


CHIEF MEDICAL EXAMINER 
raya VF ASSISTANT MEDICAL EXAMINER [~] DATE SIGNED 
SIGNATURE Fé = - .LAL 0 Ls 

DEPUTY MEDICAL EXAMINER PX 
EXAMINER'S 


NAME (Type) We Glenn Speich ’ Address (Street, city, town, of cou 
Tie. BURIAL, CREMATION,| 22b. DATE THEREOF 22e. NAME OF CEMETERY OR CREMATORY ‘| 22d. LOCATION (City, town, or country) (Stote} 


REMOVAL (Specify) 12-23-1963 | Loudon Park | Baltimore Mad. 


°F tie 240. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Boo ten 7H PEL | DEC RA 963 foe 
— = = Ste 


Id 


ast town) 


in any event, within 72 hours after death, 
a 


lease remove carbon papers. Pages 1 and 2 


(tyes giva warordatasofserviea) 


quires that the death certificate be executed within 24 hours after 


attending physi 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, apy er 
a. COU a, STAJE b. COUNTY 
PT, A ROLL MARYLAND Alley A wet ape Rohl. 
je Y OR TOWA (If outsida corporaia limits, wrile RURAL dnd 
Estm ins fer 
give sires! "7d. STREET ADDRESS 
SZ A ef ‘ON A FARM? 
'3. NAME OF First 
3. SEX mime IE) vee eee 8. DATE 4 BIRTH (In years [IF UNDER] YEAR| IF UNDER 24 HRS. 
VTE a 5 
Le he 
USUAL OCCUPA af we 12. CITIZEN OF ee ‘COUNTRY? 
i “i re refi 
Ayre” Capl FB) ays - yp Ward Co, NW 
FATHER'S NA 
‘WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO,| 17, INFO! 
18. CAUSE OF DEATH [Ener only one causa per lingror (a), (b), and (c).) Sy ~—PINTERVAL BETWEEN 
92V0 risa fo immodiate cause 
DUE TO 


MARYLAND STATE DEPARTMENT OF HEALTH 
2 P sie og we a OF DEATH 
. PLACE OF DEATH 2, USUAL RESIDENCE (Where daceesod livad, If inslitution: Residence before admission) 
b. SER ah i outsida Rerrerlaitns . LENGTH OF STAYIN1b ||, CIT’ orp Rs give n 
rite and giva nearest town) 
yee ool Pays X Shiokeh RA 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospi dreds) “se ¥ 1S RESIDENCE 
hoa nohh bo. GE: 5 I: (ta Le Fk mapeS Te a 
Mi Last Month “Day ear 
” DECEASED oF 
Sea A rth Di 4. Atri elk PLEA VC 4 | Mag gee 19 G2 
6. COLOR OR RACE] 7, hal 
e bi ~ Hours — in. 
IV} ALE wibowen [_] Divorcep [_] Y- a 3 -/6 bes | 19 : | = 
¥Os. USUAL OCCUPATION (Give kind of work | TOb, KIND OF BUSINESS OR epee ii. BIRTHPLACE (County & Stela, or foraign a 
Ww oe 
on ™ (mane NAME = 7 
TAME Prével Pu EW [2ypow Nn. Anup Tenet « hid, 
i SOCIA RMANT Addrass * ao rk 
(Yas, no, or unkown} 
vy —<—==—— 
. ONSET AND DEATH 
ravioonuessaatt, Kenplinve & obcloresaiol at 
u & ZF xX DUE TO ? 
Conditions, if any, which (b) = 4. 4. Sf Vv. i= 
(2), stating tha undarlying 
causa last. (e) 


as been signed by the attending physician and completely filled in by the funeral 


burial-transit permit. Th 
ial, cremation, or remov; 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{e)| 19. WAS AUTOPSY 
PERFORMED? 


ves no [] 


20a. ACCIDENT WAS UNDERLYING [] 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury in Part | or Part Il of itam 1B.) 


20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 
p.m, 19 
. | certify that (I) (this hospital) attended the deceased from.4/ 24, to., - 19.2.2, that (I) (we) last 
saw the deceased alive on... Dee re Io... .. and that death occurred jot, from the causes and on the date stated above. 


22a. SIGNATURE 22b. DATE 
pews SIGNED 


5 -L MD. Ee dinecror oO prs, oO D<& ITeox 


Pe RR Jo Mal S. MAR s ay pias fess Sf bAT LT bod. 


23b. DATE ae UC ME cr CEMETE! Bes Ce a! eg LOCATION (City, town or county) 


= 
lk [- ue" eos8 
AL DIRECTOR'S SIGNATURE ADI DRESS 

OL a ae Lhd 


20d. INJURY OCCURRED 
While Not While 
at work [_] at work 


20s. PLACE OF INJURY (Homa, farm, + 20f. (City or town) (County) (State) 
foctory, stroat, offica bldg., ate.) | 


MEDICAL CERTIFICATION 


URIAL, CREMATION, 
oS 


death, Page 4 may be retained by the hospital or 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law rex 
TO FUNERAL DIRECTOR: After this certificate hi 

director, page 3 should be detached for use as the 

ba filed with the State Dept. of Health prior to buri 


25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


vate DEC 5 oan 


VR AIS (4) ) 


20M 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


/ f 14782 bia Lf OF DEATH 15273 
E 1. PLACE OF DEATH = 2. USUAL RESIDENCE (Whare deceased lived, If ne Residence betore admission) 
* 2 @ a. STATES b. COUNTY / 
nN MARYLAND z Vv 
z b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b c. CITY OR TQWNAII Gutside-corporate Umit, writa RURAL and giva nearasi town) 
§ RA 4 town) 
32 | 3 wWeefe2) A ¢ 
s 4 NAMOF HOSPITAL OR INSTITUTION Gf not in horpitel, give sree! sddrass) d. STREET ADDR! . ~~)». IS RESIDENCE 
e taf ON A FARM? 
& if Ufgaik. ,. 32 - 279 Zee. ves [] wot 


3. Last Month Day Year 


" OF 
Bam Bree 7 9GF 
9. AGE (in years |IF UNDER} YEAR| IF UNDER 24 HRS, 
fost birthday) eae Days | Hours ee 


DECEASED 
(Typa or //A Perce 
5. SEX Mh GLE OR RACE) 7, MARRIED [~] NEVER MARRIED [_] wok DATE OF BIRTH 


Linu, Gif, | woowrr pivorcen [] Mth, LI, /: SF La 


Wa. USUAL OCCUPATION {Giva kind of work 10b. KIND OF BUSINESS OR INDUSTRY 


i y LACE (County & e er foreign country) 
dona wy 9 mos! of working m avan if ratirad) 4 a 
13. Zy NAME 3 ~ eat . 14. LAA = MAIDEN} al 4 7 a 


yrs. 


@ carbon papers. 


apyeve t, within 72 hours after death, 


12. CITIZEN OF WHAT COUNTRY? 


ZS. 4. 


oY 
8 ‘* s 
2 é os 
5 fi. WAS DECEASED EVERIN USS. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT 
3 es, no, ot unkown) |{Hyesgivawarerdatesofsarvica 
= FZ 
; - Vice 26-7, 72. cS Yr 
= ¥8. CAUSE OF DEATH [Enter only one causa par lina for (a), (bj, and { WEEN 
2 PART I. DEATH WAS CAUSED BY: CREEL ANE peo 
a IMMEDIATE CAUSE (a) __ A [PEAS 


) , os : - 
| DUE TO 2% ca 
Conditions, if eny, which A + SS ae LE. 


92Va risa to Immadiata causa e 


ie weet foe G2 fol pecdlisere, ¢ CLD 


PART Il. OTHER ino eee pee TO DEATH BUT NOT RELATED TO THE gy DISEASE CONDITION GIVEN IN PART 1a) 


Are~ An AC a) 


20a. ACCIDENT WAS UNDERLYING [J 20b. CRIBE thas INJURY OCCURRED. (Enter natura of injury in Part | or Part II of ilam 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


SF wt, 


The law requires that the death certificate be executed within 24 hours after 


19. WAS AUTOPSY 
PERFORMED? 


yes [} No 


icate has been signed by the attending physician and completely filled in by the funeral 


director, page 3 should be detached for use as the burial-transi 
to burial, cremation, or removal, and 


200. PLACE OF INJURY (Homa, farm, | 20f. (City or town} (County) = (State) 


20c. TIME OF INJURY Month, Day, Yaar 
factory, siraat, offica bldg., atc.) | 
| 


Hour a.m, 
p.m, 


20d. INJURY OCCURRED 


While __Not Whila 
at work at work 


MEDICAL CERTIFICATION 


19 


21. | certify that (I) (thi ) attended the deceased from.. ALZt ae OS 10... LK up 19GB, that (1) (we) last 
saw the deceased alive on... ees ie wh eh and that death many 11,4 from Ps causes and on the date stated above. 


oa saan x : 7 7 AAA TTENDING STAFF cee spn 
A 
Art Bett $7 AH PHYS. Marateceron 0 pavs. (Zin 


M.D. 


7 ee ne eerie Oku Piaah | Sykesville ) de 


23b, DATE THEREOF 


ey NAME OF CEMETERY OR CREWORPORY 23d. LOCATION (City, town or county) (Stata) 
fi dt a3 Vier Pty? Ve: 


PIRECTOR’S ae? AD) Satnbanr? 3 25a. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
YR AIS (4) 004) ow. ow. ih ty 
20M 5-63 


AI EO 11 pt hele petttg 


7a, BURIAL, CREMATION, 
VAL ( 


death, Page 4 may be retained by the hospital or attending physician. 


be filed with the State Dept. of Health prior 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


TO FUNERAL DIRECTOR: After this cer 


MARYLAND STATE DEPARTMENT OF HEALTH 


1 DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
LM 709 CERTIFICATE OF DEATH 15284 
g 3. i 1 PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before edmission) 
w a =) ee j a. STA b. COUNTY» 
g ase CAKROLL wana | “Py a eYLAMS™ CYRROLL 
r is 3 b. err 4 al LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL end give neeres! town) 
Sos X | We N's TEM & 5 YEAR Ao Sie eee 
5 2 s d. NAME OF Bola = TNs (if not in hospitel, give street address) 4. STREET ADDRESS 2. ae, 
me: ra 7 W: Nn AIN aT pie Sy Ws AAW sy. ves [] No [ 
an a NAME ¢ oF First .S. adda ~ Last re DATE Month Dey —Yeer 
gh (Type or print} W ETt/ E GRACE GR UMBINE DEATH D [fon gee | 19 62. 


IF UNDER 1 YEAR 


TF UNDER 24 HRS. 
Meaie| Deys 


Hours | Min, 


5. SEX & COLOR OR RACE|7, MARRIED [-] NEVER MARRIED |] | 8. DATE OF BIRTH AGE (In years 


FE MALE| WH ITE | woowo t— ovoreoi| Ar PRILG lamer 


1a. USUAL OCCUPATION (Give kind of work 4 ‘Ob. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Siete, or foreign country} ae CITIZEN OF WHAT COUNTRY? 


mer ng Pe Sth ee ak: WEST: Mt LN 2, MY Wy SZ ‘ 


14. MOTHER'S MAIDEN NAME 


£2) ZAISETH KUT PEC BASLS 
2/6 -/0 -k li og Wh: Keedo [all hee, = ag 


B. CAUSE OF DEATH [Enter only one cause per line for (e), (b], and (c).] TERVAL BETWEEN 


rant otamwascuuaet, CONGESTIVE HEART FA te WEEA's 
PF pes | DUE TO 


Conditions, if ony, ss} ae oA IZ TE ; (2) ay Xe Le E2O6TI1<¢ | CORD) 6 VASe LAV 2 


13. Mc 'S NAME 


THOS) f? S F ZfP 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, or unkown) | (Ityes give weror datesofservice) 
—— ——— 


y the attending physician and completely filled in by the funeral 


Permit. Then please remov, 
|, cremation, or removal, and in any e' a witl 


a2ve rise fo immediate cou { YP { SEASE 7 M ONTAS 


(e), steling the underlying 


cause lest. te 
2 | _ PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1)) 19. WAS AuTopSY 
A oo 
i= 
CAH es ae = Kalle Calale 
3 200, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURED, (Enter neture of injury in Pert | of Pert Il of item 18.) 
| OP CONTRIBUTING (] CAUSE OF DEATH 
© [UF EITHER, NOTIFY MEDICAL EXAMINER) 
ss : 2 
oS 20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, } 20f. (City or town) {County} (Stete) 
a Hour a.m, While Not While factory, street, office bidg., etc.) 
= p.m, 19 at work et work i 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed 


be retained by the hospital or attending physician. 


2. I certify that {I} (this nena c's] the deceased from. WO.N.......... his ho? to... Bd. Sy 2S that (1) (we) last 
saw ie deceased alive on.. years that death occured af: from the causes and on the date stated above 


ae Wee Bel Ebest aime eee: STAFF rape Say 
Al s 
Mo, | PHYS. ron OO pays. [] \2 -2 (es 
“PHYSICIAN'S 5. 


(RECTOR: After this certificate has been signed b: 


director, page 3 should be detached for use as the burial-transit 


be filed with the State Dept. of Health prior to burial, 


Zee 22c. 22d, sii). 

eee || | “DN IEL T.WELLIVER ae 21DGE Rend. WestHmisteR 

Q<P 23s. BURIAL, 1 PEN 23b. DATE THEREO) 23c, NAI ‘OF CEMETERY te CREMATORY 23d, LOCATION (City, town or countyb (Stete) 

etets NI Monee 2/24/1631 / | 

Ene Pe a Ni 2 yy DIRECTOR'S SIGNATURE "ADDRES: ‘ : ep cas ra 
st ed git bisDunter ns i lle aS 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
7°% CERTIFICATE OF DEATH 


tomes 


B —_1kiSé he 15995 — 
3 2 1, PLACE OF DEATH 2. USUAL RESIDENCE (Whara decaasad lived, If institution? Rasidance bafore admission) 
al a, COUNTY, a. STATE b. cayNty z 
cs Carroll MARYLAND Maryland jaltimore City 
> b. CITY OR TOWN (if outside corporate limits, . LENGTH OF STAY IN Ib c. CITY OR TOWN (lf ‘outside corporata limits, write RURAL end give nearast town) 
3 writa RURAL and give nearast town) 
ges |Syk e 19 days Baltimore =k / of df, 
= d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give street address) d. STREET ADDRESS. e. yaa 
3 Springfield State Hospital. ___||_3201 Gibbons Avenue He Tarne 
cy 3. NAM ~ Middle Last 4. DATE Month Dey Yaar 
DECEASED 
f ie ge HENRY JOHN HAMMER DEATH December 19 19 63e5 


| 6, COLOR OR RACE 


Male White 


10a, USUAL OCCUPATION (Give kind of work 
done during most of working, ~ ce if ns 


B. DATE OF BIRTH 


August 29, 1887, 


10b. KIND OF BUSINESS OR INDUSTRY 


|9. AGE (In years 


7 irthday) 
yrs. 


Tl. BIRTHPLACE (County & State, or tk “country) | 12. CITIZEN OF WHAT COUNTRY? 


IF UNDER 1 YEAR 
ents Days 


IF UNDER 24 HRS, 
“Hours eg Min. 


and_comp! 


es 


7. MARRIED fe] NEVER MARRIED [_] 
wibowed [_] bivorceD [_] 


z “a to... L219 O3...., 19.....0, that (I) (we) last 
GAM the causes and on the date stated above. 


22b. DATE 
SIGNED 


21. | certify that (I) (this hospital) attended the deceased from.....Ll= 30! 
19. 


saw the deceased alive on... 12-19-63... 


lead A 


/22c. PHYSICIAN’S 
NAME fly) “Octavio Ruiz, M.D. 


23b. 132[ rHé3. 


., and that death occurred at... 


ae. ING, 


oO DIRECTOR Pas. mM 12-19-63 
72d. ADDRESS Springfield State Hospital 
ae Sykesville, Maryland. 


EMETERY OR CREMATORY, 


Mok Lan d MEm. Chm. 


death. Page 4 may be retained by the hospi 


23d. LOCATION (City, town or county) {Stata) 


Balfo. td. 


sary esvnt CREMATION, 
oe sy 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


ses 
| ie ae 
ge: 
> 
Eee | “Retired Cet. SteE| Co.|_ weryiana = U.S.A. 
o gs 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
£2U 
ac 
ea John Hanmer Louise Schneider — 
= oa 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO,| 17. INFORMANT Address 
7 3 (Yas, no, or unkown) | (Ifyasgivewarordatasofsarvice) 
Be ae No. 213-09-2667_| Records, Springfield State Hospital _ a 
Beet 18. CAUSE OF DEATH [Enter only ona couse par tine for and (¢):] INTERVAL BETWEEN 
vw a° PART t. DEATH WAS CAUSED BY. 
BBs ¢ IMMEDIATE CAUSE (a]_Bronchopneumonia, right lung & bow days 
a ew 
ae 5s Lf DUE TO 
3g § Conditions, it any, which i) Aortic and mitral valve insufficiency |_ Years 
sos" gava risa to immadiata causa eget 
BeOR {a}, stating tha undarlying | 
Cea cause laste t)_Rheumatic and arteriosclerotic heart disease _ | Years 
8 aio z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ia) 19. WAS AUTOPSY 
Se54 2 Chronic brain syndrome associated with cerebral arteriosclerosis, with va monet 
§ FE oA]S DS) - oa eel 
eyo “| = [208. CIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter natura of injury In Part 1 or Part Il of itam 1B.) 
wo Ss 
Braet 3 s OR CONTRIBUTING [) CAUSE OF DEATH 
328 U [UF EITHER, NOTIFY MEDICAL EXAMINER) 
Zor < 20c. TIME OF INJURY Month, Day, Yaar | 20d. INJURY OCCURRED | 20a, PLACE OF INJURY (Home, cal 20f, (City or town) (County) (State) 
<35 5 ear (at While ___Not Whila factory, straet, offica bldg., ete.) 
ced 2 os 9 jat work [_] et work [_] 
O30 
BOA 
o3e 
3s 
ma 
an 2 
aot 
Sie 
2] a a 
582 
BS 
os 
ial 


we 24 FU hee DIRECTORS S| fo ADDRESS Be REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 

. fy 2 a eo f 
VR AIS: (4) ee ete Ine Lull Ld. pak 2 3 OS | pln lo, Qeedegta 
20M 5-63 a yo 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


163285 CERTIFICATE OF DEATH 1 59 76 


i fac7 
é 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before emission) 
« fc 
§ se / | > gouty @. STATE b. COUNTY. 
5 fae Carroll _____sarvzanp || Maryland a Baltimore City 
£2 =U8 b. CITY OR TOWN [if outside corporate limits, | ¢. LENGTH OF STAY IN 1b e. ce ‘OR TOWN (If outside corporate limits, write RURAL and give nearest town] 
~ 300 writa RURAL and give nearest town) 
crate Sykesville IByrs.7mos.28 lide Baltimore / 
= ae) d. NAME OF HOSPITAL OR INSTITUTION (if nol in hospital, give stree! address) “d. STREET ADDRESS . 1S RESIDENCE 
= Baty ON A FARM? 
= eee 
Pa _ Springfield State Hospital _ (Somes Gbmetond avania en __| vs 5 No Bet 
3 2 Sn 3. NAME OF First ‘Middle lest 4. DATE ~ Month ‘Day Year 
a 2an DECEASED oF 
ge Fae Nope grea ay GEORCE JOSEPH HANNIGAN bEATH December 9. 19 63 
© OS 5. SEX |6. COLOR OR RACE|7, maprieD [NEVER MARRIED sIRTH 9. AGE (In years |IF UNDER T YEAR| IF UNDER 24 HRS. 
SB os ; ¥ birthday) |“Months| Days | Hours | Min. 
o 88S Male ite wivowe [[] oivorceof]| 8=22=02 18. | 
gs ss ios. USUAL OCCUPATION (Give Kind of work] 10. RIND OF BUSHES OR INDUSTRY Ti, BIRTHPLACE (County & Stale, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
= bbe flone during most of working life, even if retired) tbs 
§ SRE OV Unknown | Cite! Pennsylvania UsSedes 
te Boe 13. FATHER’S NAME ; : / | 14. MOTHER’S MAIDEN NAME ie 
£ o95 ’ 
8 $22 Joseph Hannigan Unknown 
rine § kK 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Records Address - 
= see egy, ‘or unkown) | (Ifyesgivewarordatas of service) © 
a Shae es ! __None _ Springfield State Hospital _ 4 
= s Se ° 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).) aT — ae <Z 
” 
ee2ss PART I. DEATH WAS CAUSED BY. \ 
Sey a8 IMMEDIATE cause a) Multiple infected bed sores __ ___|_ Weeks _ 
=s - 
2458s : DUE TO 
a 
Recs é Conditions, if any, which (b) = {=== —_——-——— 
eo eames g2ve rise to immediate cause ‘3 7 - 
£22 ree (#), stating the underlying DUE TO 
ae ce cause last. {e) 
= ofa z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. WAS AUTOPSY 
H28ee ,|2| Chronic brain syndrome associated with other intracranial infections set) 
Vetoes is ves [] No fq) 
mesos = | 20a. ACCIDENT WAS UNDERLYING [) 9. DESCRIBE HOW NIURY OCCURRED. (Enter nature of injury in Pert | or Part Il of item 18.) * 
q oud & | OP CONTRIBUTING [] CAUSE OF DEATH 
aEEWS & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
ORS2 8 S | 20c. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED | 20s, PLACE OF INJURY (Home, farm,’ 20f, (Cliy or town) (County) (State) 
2x ad ba 5 eae sets White __Not While factory, street, office bldg., etc.) | 
Be ae y 2 ied 19 at work [_] at work 1 
a Sst 
Heoss 21. 1 certify that (I) (this hospital) attended the ci from... es cee, yr 12=9.... wy 19..O3 that (1) (we) last 
Le.) B3 2 saw the deceased alive on. Belton 63, and that death occurred at. 3: Om, ‘halt The causes and on the date stated above. 
am rals 22b. DATE 
Om aie i (? Ly ATTENDING STAFF SIGNED 
at ao =e Yorn | Me ee DIRECTOR C1 Puvs. fe} 12-9-63 
om as 22. PHYSICIAN’S 22d. ADDRESS 
Hoage Spri te, Mevelond eo Hospi tal 
NAME (T; . Ss 
Beas? / ‘e antonius GlahnM/ D. wu Sylmavilles aes. ieee 
$2532 23e. NAME OF €femfs OR CREMATORY 23d. LOCATION (City, fownzor county) a 
= 
otous /2- 10-03 Qt oO aire a4 
E 25a, REC'D BY REGISTRAR REGISTRAR’S SIGNATURE 
VR AIS (4) 4 DATE ep. 
20M 5-63 Cs. eee eee 4953 Pi at 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


147S6 CERTIFICATE OF DEATH ] D297 
Ss Lo) 
1, PLACE OF DEATH 2. USUAL RESIDENCE {Where daceasad livad, If Institution: Residence before wali.) 
a. COUNTY ®. STATE 6 b, COUNTY 
and 
Carroll MARYLAND si arylan Eee 
2 3 b, CITY era {if outside corporate limits, | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, writa RURAL end give neerest town) 
inet write end give neerest town) a 4 , 
= 8) 5Rural--Sykesville |49y. 5m. 14a Baltimore sve, 
pa i. d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give streat eddress) | d. STREET ADDRESS ht ae = e. 1S RESIDENCE 
fe ON A FARM? 
Z ’ H . mz 
v2 |Springfield State Hospital | = = tes UNG 
aa 3. DECERGED First i Last ao Month 
= {Type or print) Lottie Harrison DEATH 12 
cz - rae — — aCe ra san TE UNDER EaTEGe 
= 5, SEX &. COLOR OR RACE) 7, maRRIED [—] NEVER MARRIED 8. DATE OF BIRTH ( IF UNDER 24 HRS. 
3 e DO Ej Ae Months| Deys Hours Min. 
ES female white wipowe [] _ivorceo [] 1887 3. 
Ro 10e, USUAL OCCUPATION (Gi i 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working lite 
waitress Maryland USA 
13. FATHER’S NAME re 14, MOTHER'S MAIDEN NAME eT pe ao 
George A. Harrison Harrington 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 


(Yes, no, or unkown) | {If yes give werordetes ofservice) 


igned by the attending physicia 
-transit permit. Then please remo 


cremation, or removal, and in any e 


no unknown Springfield Hospital records - Sykesville _ 
¢ 18. CAUSE OF DEATH [Enier only one cause per line for {a), (b), end (el Sia) _ : 3 "| INTERVAL BETWEEN 
3 PART |, DEATH WAS CAUSED BY: CULO En Bay ih 
¢ IMMEDIATE CAUSE (a) Arteriosclerosic cardiovascular disease _ __|__ YeaRS. 
a5 4 Ad. | DUE TO 
ban "y . ry 
fe Conditions, if eny, which t) Generalized arteriosclerosis 4 |__ years — 
Boa gave rise to immediate ceuse 
: ae 3 tt) (a), stating tha undarlying ( DUETO 
oo .e ceuse Inst, 
ee igre couse Inst (c) s 
38 2 43 a / ra PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART He)| 19. pe ag 
28ae2 = a 4 . * b = A 
BE 9 5 / 3|Sociopathic personality disturbance, antisocial reaction, ____| ves []_ no 
2 § ey = [20e. ACCIDENT WAS UNDERLYING oO 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Pert Il of item 18.) 
Weptcges & | OP CONTRIBUTING [] CAUSE OF DEATH 
efits & | (F EITHER, NOTIFY MEDICAL EXAMINER) 
Bs 2s % | 20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, ferm, | 20. (City or town) (County) (Siete) 
z ba Dias a Geir Seal While __ No! While. factory, street, office bldg., ete.) | 
£23 8 g aaa 9 at work [] et work [_] | 
3 Be 
boss 21. 1 certify that 8) (this hospital) attended the deceased from......QL49/..cccc 191 obp ae LAL B Lor 1963, that @ (we) last 
3 os 4 saw the deceased alive on. ESV hs mises. and thal death occurred aa: 3.0.0/, pif. the causes and on the date slated above. 
pels = 2b. DATE 
aaa 222, SIGNATURE > 
ATTENDING MED. STAFF IGNED 
ce Oe Omsoo0 ‘ M.D sp. | PHYS.  [[] pinector [7] Puys. 3X] 2 12/4/63 
ag es / Bs TAME (local 22d. ADDRESS Springfield State Hospital 
LJ s . . 
“Ese [ee Lie Aeitbase Me De Sykesville, Maryland. 
2pte RIAL, CREMATION, | 23b. DATE THEREOF 7c. NAME.OF Ve, METERY OR CREMATORY 23d. LOCATION {Cipy, town or county) (State) 
ian (Specify) C & 
zu Qo 3 ~ Vs - 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


24 FUNERAL DIRECJOR'§ SIGNATUR “= ‘ADDRESS, yba. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
¥ ‘Ad 
wae Nie cad! 0, EE Zk ome DEC 9 (rLorbtg wedge 
20M S-63 oe 


MARYLAND STATE DEPARTMENT OF HEALTH > 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


14737 CERTIFICATE OF DEATH 152 


1. PLACE OF DEATH 


e. COU! 
= MARYLAND 
b. CITY OR TOWN [if outside corporete limits, ¢. LENGTH OF STAY IN 1b 


write RURAL end give nearg&t town) 


—= 


z 


ter 
era | 

be] 
a 


id completely filled in by the funer 


ft 


2. USUAL RESIDENCE (Where deceesed lived, If Institution: Residence before edmissian) 
°. TE b. COUNTY 


~c. CITY OR TOWN (JfAutside corporete limits, write RURAL end give neerest town) 


¥ NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give strget ddress) f d, STREET ADDRESS 7 Je. Piya 
Cant Cy. L6 Wweleee. Sts oee 


3. NAME OF First “Last 4 DATE ~~ Month Dey Yer 


tie or) EDW AR PREM WESSON wwe DEC f/ 63 


5. SEX 6. COLOR OR RACE|7, aRRieD [_] NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE (In yeers |IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lest birthdey) Months] Deys | Hours | Min. 
wipowep [Z}-— vivorcep [-] 


. USUAL OCCUPATION (Give kind a iad) 10b. KIND OF BUSINESS OR eZ 2 ek (County LEG or oe 


done durigg most of working life, 
14, MOTHER’S MAIDEN NAME aa 


ECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITYNO,| 17. INFORMANT Address Male A 
fs, no, or unkown) | (Ifyesgive werordatesofservice) ) Jb GOST Big eA Z 2 LIE = 


fe = 
18. ¢ E OF DEATH [Enter only one couse per line for (e), (b), end (c).! 5 4 INTERVAL be og 
PART |, DEATH WAS CAUSED BY; H Cys ee a, 
IMMEDIATE CAUSE (e). ‘x = 


bon papers. Pages | and 2 should 


ent, within 72 hours after death. 


= 


12. CITIZEN OF WHAT COUNTRY? 


ASE 


ician an 


13. FATHER’S NAME 


y the attending physi 


transit permit. Then please remove 


or removal, and in any 


ion, 


r DUE TO 
Conditions, if ony,” which (b) 

gave tise to immediete ceuse ‘7 —_ i. a L be she a 
DUE TO 


The law requires that the death certificate be executed within 24 hours at 


death. Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signed b 


(e), steting the underlying 
couse lest. te) 


a 
= 
5 
=z 
5 
a Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. WAS AUTOPSY 
2 = i =. i < ERFORMED? 
5 3 YES ‘ No {] 
5 E | 20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Pert | or Pert Il of item 18.) 
& | OF CONTRIBUTING [] CAUSE OF DEATH 
£ © | (IE EITHER, NOTIFY MEDICAL EXAMINER) 
a = 
pe S | 20c. TIME OF INJURY — Month, Dey, Yeer | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stete} 
= 5 Hour a.m, While __ Not While fectory, stree, office bldg., ete.) | 
2 2 Ein: 19 et work [ ] et work I 
$ 21. | certify that (I) (this “ap ital) attended the deceased from.. 4424 a pk why 19.6.3 to... 4 hay aiesasth 19.3, that ()) (we) last 
saw the deceased alive on.... Sets Epi &3, and that death Reese afl "M, from the causes and on the date stated above. 


228, SIGNATUR| 22b. DATE 


Ss ATTENDING. SIGNED 


fc een mo. | PHYS. [EE DIRECTOR oO bis, oO Pelt $3 


22d, ADDRESS 


22c. PHYS 


NAME ybe) i 3N COL Ss, 4K deat ail 


23e, BURIAL, CREMATION, | 23b. DATE THEREOF 


OVAL Be ada t - yy, oa) 3) oD 


23c. NAME OF CEMETERY OR CREMATORY 


director, page 3 should be detached for use as the burial. 


be filed with the State D 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


. / ae 
Saal, 24 “BUINERAL DIRECTOR'S SIGNATURE ADDRESS 25e, REC’9 BY REGISTRAR | 25b. REG! R’S AENAUDEE f. 
SS eee. » 3 1gin fp. L0iltirae ; we pate EC i 6 19 i a 0 G 


MARYLAND STATE DEPARTMENT OF HEALTH 


‘> 1 DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
2B WV TL7TOS CERTIFICATE OF DEATH { 597 
ee ‘\1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence belore admission) 
cant = Couey @. STATE b. COUNTY " 
23s Carroll MARYLAND Maryland ___ Montgomery ms 
- 5S 3 b. city OR TOWN [if outside corporate limits, cc. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [If outside corporate limits, write RURAL and give nearest town) 
"ss writa RURAL and give nearest town} 7 
Shar Sykesville 26 days Silver Spring [OA gle 
2 20/0 | a. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give sires! eddress) 4. STREET ADDRESS @. IS RESIDENCE 
Eas ON A FARM? 
@ = 5:2 | springrieta state Hospitel _|L__ 7a s13go Avenue vs) 9) 
a aa 3. NAME OF First Middle a last (| 4, DATE Month Day oq” @ od 
an 2 TE CERSED, Or 
= Oye Sea © ___ JOHN WALTER HINKEL | DEATH December 26 _—1963 
. SEX © COLOR OR RACE) 7. ARRIED BE] NEVER MARRIED [-] | ® DATE OF BIRTH 9. AGE (In years |1F UNDER 1 YEAR] IF UNDER 24 HRS, 
last birthday) |Wonths) Days | Hours | Min. 
Male White wivowed[} _oivorceo [| 12—)-1891 72 | 


_—| 10a. USUAL OCCUPATION (Give kind of work 
done during most of working life, even if retired) 


|_Anto sales manager 


¥2, CITIZEN OF WHAT COUNTRY? 


___U.SeA. — 


1Db. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & State, or foreign country) 


District_of Columbia 


13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Jotn G, Hinkel E Mary Fowler = 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 


[Yes, no, or unkown) | (Ifyesgivewarordatesof service) 


Unk. Records, Springfield State Hospital _ : 


18, CAUSE OF DEATH [Enter only one cause per line for {a), (b), and te).] | INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY, ONSET AND DEATH 


IMMEDIATE CAUSE (e) Bi lateral bronchopneumonia with miltiple abscesses | Days — 


4 DUE TO 
Conditions, if any, which «Possible aspiration 


gave rise to immediate cause 


permit. Then please remove cai 


prior to burial, cremation, or removal, and in any event 


wale fn Days = 


(a), stating the underlying f” OVETO | 
cause last. {e) | 3 
3 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ta) 9, WAS AUTOPSY 
2\Chronic brain syndrome associateédwith cerebral arteriosclerosis, with peel oath 
< > YES no [] 
S|ps ction 7 NO 
. = ‘0s. ACCIDENT WAS UNDERLYING [] 20b, DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Part | or Part I] of item 18.) 
ee [OR CONTRIBUTING [-] CAUSE OF DEATH 
U | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
, ee kee Lo 
fui 20¢. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County) (State) 
a Har ah: While __ Not While factory, streat, office bldg., otc.) | 
= pom: ” at work at work i 


2. I certify that (I} (this hospital} attended the deceased from. Len 9263... 2g ce, to. 12m26n63 aes , 19....2, that (I) (we) last 
saw the deceased alive on.....L 226-63. ee 19........, and that death occurred vi ae MAN the causes and on the date stated above. 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and com 


director, page 3 should be detached for use as the burial-transit 


be filed with the State Dept. of Health 


22a. SI TURE 22b. DATE 
@ / wo [ARES™ BE QM 12926063 oe 
psi e. aaa 224, avRESS §= Springfield State Hospital : 
Agustin del Campo/M. D. | Sykesville, Maryland... 
23a, BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town of county) (State) 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


REMOVAL (Specify) 
RO AL 


FLINGTON NATIONAL CEMETERY ARLINGTON, VIRGINIA 


ADDRESS. 


250, REC'D BY REGIST: 25p,~ cierepe ener Q Z 
i en ay ge Bev 22 |f863 iain’ a a 


VR AIS (4) 
20M 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ly 


. as (Mi 14789 CERTIFICATE OF DEATH 15280 
SB ‘ ~ LA ot — 
= EY t 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
“ eel OND reall. e. STATE b, COUNTY 
3 £ , Ps ee | MARYLAND _ ‘Wa pf 2 
22 3 b, CITY OR TOWN [if outside corporaia limits, ‘. 7 y) STAY IN Ib || c. CITY OR FJOWNAZIE outsida corporata limits, write RURAL and give neorest town) 
= $s tite RURAL end give o 
= & Kral — 4 “NN wea, Lear 
£ a d. NAME OF HOSPITAL OR INSTITUTJON [if not In hospitel, give stre —— ress) | |! d, STREET ADDRESS Ach aa 2 te 1S Wy oNe 
4 P ON A FARMi 
@ 3 Lect, POEL Sle de p senthe KA. | ves [] No fe“ 
a First Middle ms ‘ Last, . DATE = ==$/ AM “Day Year 
nn SE! ’ a LF 
£ lll L Ve Radi 4. os EE 4 Deu 7L Ae cronber/ t 196 
a 5. SEX 6. COLOR OR RACEI7. MARRIED EVER MARRIED ra pate OF oy “]9. AGE (In yeors |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
ee, J oe Be bighday) | Months] Days | Hours | Min. 
WIDOWED ["} pivorcen [_] 4 fs yt. 
PW0a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDI 


RY I" BIRTHEZACE aa & State, Lee country) | 12. CITIZEN OF WHAT COUNTRY? 


Are 


done pa of working Ile, even if ratired) 
r # r i ¥ cd ee $s rs NAME — AL 


feat el OF uel Ga 16. SOCIAL SECURITY NO.] 17. W@ LZ 
or unkown] 'yesgive werordetes of servi 

“o""| 0S-fo-ngy “Pr. i, 
¥8. CAUSE OF DEATH [Enter only one cause p Tor (e), tb). end (e).) : 7 ¢2 
PART I, DEATH WAS CAUSED BY: 


IMMEDIATE CAUSE (o) Hes tage. G og tee < 
1K DUE TO T 4 


Coniiiica aie pyLeMteh (b) huh, bie sp Lecuas) Clee ie ae A ze } 


gave rise to immediate couse 
{e), steting the underlying BURRS. 
cure bet tel ¢ if us Pek 
CONDITIC 19. WAS AUTOPSY 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT N ELATED TO Fetes DISEASE CONDITION GIVEN IN PART Ile) M ‘pee. 
ok . Sa Td ERFO! D: 


ves [] No [~ 


da. 


ress 
ERVAL BET WEE! 


tig! 7 
ONSET 3 DEATH 


s that the death certificate be execute: 


ate has been signed by the attending physician and completely filled in by the funeral 
director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 should 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any ev: 


200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Port | or Pert Il of item 18.) 
‘OR CONTRIBUTING [-] CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


200. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) ~ (Stete) 
fectory, street, office bldg., ete.) | 


20c. TIME OF INJURY Month, Day, Year 
Hour a.m, 


20d. INJURY OCCURRED | 
While __Not While 
at work at work 


MEDICAL CERTIFICATION 


9 


this hospilgl) atlended the deceased from be 
19K, and that death occurred al 


be retained by the hos; 


(2M, from ihe causes and on the date slaled above, 


Zz 
3 
2 
di 
° 
iat 
9 
Ap 
=| 
=) 
2 


mis "Shall = ATTENDING STAFF a SIGNED 

3 xf ‘Chata) mp, | PHYS. oy etc OD mrs. G ulile z 
# = 22. aap Ss ae | 4 tee ADDRESS Ge 

2 ; NAME (Type) L 
ae j St ner vull C. Cleks Marie Gn 
2s 2. BURIAL, CREMATION, | 23%. DATE THEREOF | 23e, NAME OF CEMETERY OR CREMATORY Zid, LOCATION mane Yown or county) (Stata) 

3 REYAOVAL (Specify, Tie 4 
or Pratl. & SIb3 Pitan “en 
m 250. XEC'D BY REGISTRAR |PSb. REGISTRAR’S SIGNATURE 


DATE 


Ps de PhirfetA, Hid 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


14790 CERTIFICATE OF DEATH 


= 


i= 
SS 1. PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: aaaeSass 
‘ b STATE b. COUNTY 

2ce "BF Rott. MARYLAND ri VLLOLA BAND CORR6LAH 

z ide corporate limits, © e outside corporate limits, write and giva naarest town 
Bes b. CITY OR TOWN (if outsid fe mit LENGTH OF STAY IN 1b CITY OR TOWN (If outsidi fe limit ‘RURAL and t town) 
aa write RURAL and give nesrest town} DA . ¥ 
3 85./ | WESTAWSTE) / bay a LN joN BRIDE ots 
See d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give street address) 7 4. STREET ADDRESS 1S RESIDENCE 
eas 
suk | CARROLL Co. GENERAL HOSPITAL FRRALKAR ve ves [] NOX] 
San eB [3 NAME OF Middle “Last 4 DATE ‘Month ‘Day “Your 
5 cs (Type or print) LENA KISS HORVATH DEATH Wize evo2- 19 aS 
ane 5. SEK 6. COLOR OR RACE) 7, maRnieD [-] NEVER MARRIED [_] | @ DATE OF BIRTH 9. AGE Tn yeas Ul oes 1 ie JA UNbERZA Eas 

ipe s ths ays Jo ‘in. 
p y WwW WIDOWED ml pivorceD [_] Sz /Z /: Yj if vA x Se A 4 yrs. te: | M i | i 
° 


10a, USUAL OCCUPATION (Give kind of work 12. CITIZEN OF WHAT COUNTRY? 
done fio most of working lifa, even if ratired) 


A\ am SUSE WIFE oun Heme | Yowaary Ze 
UN KNOWN NKNOWN 5 = 


15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 


(Yes, no, or unkown) | {Ifyesgive warordatesof service) Tou, W Kiss ANLOK Prioe oe D. Vf 


18. GAUSE OF DEATH [Enter only ona cau; “| INTERVAL BETWEEN 


er lina for (a), q and ONSET AND DEATH 
PART |, DEATH WAS CAUSED BY; 0 
IMMEDIATE CAUSE (0) hung g g: CuK ae a Ne : 


x DUE TO 
Conditions, if any, which (b) Malas 
gave risa to immediate ceuse 

(a), stating the underlying ( DUE TO 
cause last, (e) 


10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & State, or foreign country) 


inyevent, 


se,fem 
a 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in| 


3 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)/ 19. WAS AUTOPSY 
) = 

S | Yes No [] 

= | 202, ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURRED. injury i item 1B.) 

F | Oe CONTRIBUTING £7 CAUSE OF DEATH JURY O (Enter nature of injury in Part | or Part I of item 1B.) 

& | (iF EITHER, NOTIFY MEDICAL EXAMINER) 

2 = — 

% | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, 3 | 20f. (City or town) (County) (Stote) 

6 Hour a.m. While __ Not While factory, street, office bldg., etc.) 

3 19 jat work [| at work [_] | 


2 


certify that (I) (this hos 


saw the deceased alive on. 
22a. ay 


; 22b. DA 
4 ATTENDING __ STAFF 
LP Sol. - ya est: mp. | PHYS. Bf DIRECTOR 7 pays. ps te 


/ 22c, PHYSICIAN'S y, 22d, ADDRESS 


wane) VINCENT J Ff6¢eo | WESTMINSTER 


23a. BURIAL, CREMATION, | 23b. DATE THEREOJ 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION 


OVAL BURL Nr VIEW ZU, 


D 24 FUNERAL DIRECTOR'S VAT ADDRESS . 25a. REC’D BY 7 198 25b. REGISTRAR’S SIGNATURE 7 
af 
ee Spegi. a Brite Wed D091 63 Lc clas, 
/ 


al) attended the deceased from, that (I) (we) last 


3, and that death occurred atl sey, from the causes and on the date stated above, 


director, page 3 should be detached for use as the burial-transit permit. Then plea 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician an 


, town er county) 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


MARYLAND STATE DEPARTMENT OF HEALTH 
1 Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND | 
FOR STATE a# MEDICAL, EXAM! INE R’ ‘s CERTIFICATE OF DEATH “j5ge 
HEALTH DEPT. y Finck of a << || 2 UsU ABATE! (Where d decooved und, I inden: Wot donde diene oan 


Carroll MARYLAND ipa os Maryland Oe Carroll 


b. CITY OR TOWN [if outside corporete limits, ¢. LENGTH OF STAYIN Ib c. CITY OR TOWN UE, aie corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) Wind 


YN 
Rural ~ Sykesville, Md, | lyr,1mo,23dasy URd6n/ivdg0,/ none 


pod OF Fle OR INSTITUTION [if not in hospital, give straet address) [! d. STREET ADDRESS | 9 1S RESIDENCE 
jpringfield State Hospital 
"3 NAME OF First Middle BORE eR ys Ay es 1B, Hay AL f eo a 


Yoor 
DECEASED 
: | 
}_lType or print FLORENCE LUELLA BOBLITZ HUFF |_BEart December 28 1963 
5. SEX 6. COLOR OR wACt |p MARRIED [] NEVER MARRIED [-] | 8. DATE OF BIRTH |9. AGE (In yeors |IF UNDER 1 YEAR| IF UNDER 24 HRS. 


Female White | wivowen &] - weokigelt Md 9-11-01 a a Berea [Paes | ous 5 laa 


1 is necessary, 
director. Page 


ed for your files. 
te Department of 


r death. 


yrs. 
‘TOs, USUAL OCCUPATION (Give kind of work TOb, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stele or foreign country) | 12, CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) = HousewoekeHer own 

| Home. | Maryland 


14, MOTHER'S MAIDEN NAME 


George Boblitz __ | Catherine Sherfey 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO,| 17, INFORMANT Address a 
(Yes, no, or unkown) | (Ifyes give weror detesofservice) 
eno | none Records of Springfield State Hospital _ 
~~) 18. CAUSE OF DEATH [Enler only one cause per lino for (e). (b), and (c).) INTERVAL BETWEEN 


A ONSET AND DEATH 
PART | DFAT MOIATE caust fe) Bilateral Bronchial Pneumonia _ _ days _ 


, and in any event within 72/hgurs a! 


e along with form PM3. Page 5 may be retain: 


Conditions, if any, which 
geve rise 10 immadiate couse 
(a), steting the underlying 
saute lest =o. 


19. WAS AUTOPSY 
| PERFORMED? 


Schizophrenic reaction, ‘catatonic type. 


| ws 5g vo E 
20a. EXTERNAL CAUSE WAS | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Pert Il of item 18.) . 

PRIMARY [J or CONTRIBUTING (] | 

CAUSE OF DEATH. 


c 
6 
a. 

ne 

‘o 

23 

3 
in 
6 

a 

zg 
S 
3 
© 

= 
a 
€ 


| 
20c, TIME OF INJURY Month, Dey, Year} 20d. INJURY OCCURRED 200. PLACE OF INJURY (Home, ferm, » 20f. (City or town) ~~ (County) “(Stete) 
Hour a.m, While __ Not While factory, street, office bldg., ate.) | 
ict 19 et work [ ] at work 


MEDICAL CERTIFICATION 


21. I certify that | took charge of the remains described above, held an Autopsy J, Inspection [_], Inquiry [_], and in my opinion 
death resulted from: Natural causes PE], Accident [_], Suicide [_], Homicide [_], Undetermined manner [_] 
CHIEF MEDICAL EXAMINER f] 


ng 
5 
es 
6 
3 
nd 
5 
“a 
2 
5 
6 
1 
~ 
n 
= 
Ea 
vo 
= 
3 
3 
8 
x 
o 
2 
3 
co 
Fs 
o 
a 
3 
x 
o 
8 
4 
= 
= 
eg 
Wy 
A 
3 
at 
if 
4 
4 
v 
= 


ACTUAL A L EXAMINER Pare D 
Sichaatme 4 c D. SSISTANT MEDICAL INI 2 24 


DEPUTY MEDICAL EXAMINER Dg fre 6F 
EXAMINER'S Y { pee 
NAME (Type) 4 gy tet Address (Street, city, town, or county) te et, Led 


22c. NAME OF CEMETERY OR CREMATORY | 226 LOCATION (City, town, or country) ~ (Stete) 


Health or its designated agent, prior to burial, cremation, or removal 


| Mt, Carmel Cemetery Littlestow, A 


ADDRESS 24e. REC'D BY REGISTRAR | 24b. >. REGISTRAR’S SIGNATUR 


Littlestown, Pag | oad N 3 1964. pf heb Neriges- =a 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 wit! 


4 should be forwarded to the Chief Medical Examiner's O: 


please execute B certificate, wi 


Pae 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


14792 CERTIFICATE OF DEATH {5283 


N 
3 +A 


OO 
© 2 
i 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceesed lived, If Institution: Residence before edmission) 
i e. COUNTY e. ik b. COUNTY 
Pee ie 4 | Se es Ss AW anyeaii _ Maryland Carroll 
ee, 3 b. CITY OR TOWN (if outside corporete limits, c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL end give neerest town) 
Bas write RURAL end give nearest town) 
EDEX -_ Sykesville Life “ Rural- Sykesville 
3 oO d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) ( d. STREET ADDRESS e@. IS RESIDENCE 
oy ON A FARM? 
ee 
4 -Arthur Ave. ee ta i Meee wits eG * 
3 SG, . NAME OF Mi Last 4. DATE Month Dey Yoor 
a: g ieee) OF 
a 'ype or print DEATH ra 
3 oe Hush Dec. 30... 5 68, 
v oS 6. COLOR OR RACE|7, MARRIED & NEVER MARRIED [] | 8» DATE OF BIRTH 9. AGE (In yoors |IF UNDERY YEAR| IF UNDER 24 HRS. 
ze lest birthdey) |" Months] Deys | Hours | Min. 
38 wiboweb [_] Divorced ["] = Be yrs. | 
& g ls JAI OCCUPATION (Gi 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
0 : done during most of working life, even if retired) 
3 
= = 7alibrator Bendix Corp, Maryland U.S 
z : - 1 Use ‘. 
oO e 13. FATHER’S NAME 14, MOTHER’S MAIDEN NAME 
a 
$2 Arthur 1, Hush M ary V. Humphreys 
s e 1S. WAS DECEA: ER iN . ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
52 (Yes, no, or unkown) | (Ifyesgive wererdetesof service) 1 . 
oF eee Mrs. Grace Hush Sykesville, Md 


1B. CAUSE OF DEATH [Enter only one ea goo Pe Ii For (e), (bj, end (c).) INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (e) a. a at es = 


igned by th 


nsit permit, 


|, cremation, or removal, and in any event, w; 


239X041 (FZ 2 
Conditions, if eny, which (0) 7, CZ =f 


geve tise to immediate cause 
{e), steting the underlying ( DUETO 
cause last. saat (c) 


19. WAS AUTOPSY 


Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a) 
3 Ue eal PERFORMED? 
= 

$ ves [] no 1] 
= | 200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Pert Il of item 1B.) 

& | OR CONTRIBUTING (] CAUSE OF DEATH 

G | (lf EITHER, NOTIFY MEDICAL EXAMINER} 

& | 20c. TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, ' 20f. (City or town) (County) —SCS*« St) 
g Hole ee While __ Not While fectory, street, office bldg., ete.) | 

= p.m. 19 et work et work 1 


21. 1 certify that (I) (this beg ag Ax foi. Lh, WE, that (I) (we) last 
vA 


saw the deceased alive on, eh ceed 19.9 and that death occurred’ at//, id on the date stated above. 
= liz 226. DATE 


? Dab no [MEO Biro EO 76/3// 63 


22d. ADDRESS 


~ PHYSEIAN' 
NAME (yPelU75 1] bam Ey Martin, M.D. 


23c. NAME OF CEMETERY OR CREMATORY 


230, BURIAL, CREMATION, | 23b. DATE THEREOF 23d. LOCATION (City, fown or county) 


Bho 


24 FUNERAL DIRECTOR'S SI th) Ly < 


death. Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 
director, page 3 should be detached for use as the burial-tra: 


be filed with the State Dept. of Health prior to burial, 


IO HOSPITAL OR ATIENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


“Wi. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


\ 


< \ $4993 CERTIFICATE OF DEATH 
rg ‘ zéey + 
£8 \. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, If Institution: Residence before edmission) 
ce s a edt, b. COUNTY ( 
Ne Cay RRO} L MARYLAND Maeuland Ako It 
Us b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAYIN Ib || ¢. CITY OR TOWN (lf oulsida corporate limits, write RURAL end give nearest town) 
a write = ie give nesrest town) , / ig 
33 RRiot tsvi lle. 5 ye XRoant - Marriottsui tle 
3X d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) 1 d. STREET ADDRESS: e Che ene 
F 
ey Riottsville Read |! Maeerictteyi (le Road | ves ENO pL 
3. NAME OF - Middle re DATE = Month Day Yoor SS 
DECEASED 
ree eral ge raw Gn reve R. Jaeger DEATH Dec. 11_ 19 63 
5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR| IF UNDER 24 HRS. 


7. MARRIED [pq NEVER MARRIED [_] 


WIDOWED [_] DivorceD [_] Joly § ! 1] y 


10b, KIND OF 8USINESS OR INDUSTRY ‘ACE (County & Stete, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


School 14. ot nnd U.S. 4, 
ret Barannoch 


last birthday) 
yrs. 


Female | White Roni] eve 


We. USUAL OCCUPATION (Give kind of work 
done during most of working life, even if retired) 


c Teacher 


43. FATHER'S NAME 


Thomas Jones 


Hours | Min, 


ind in any event, within 72 hour: 
‘ 


igned by the attending physician and completely filled in by the fur 


nsit permit. Then please remove carbon papers. Pages 


220. SIGNATURE fe 22b. DATE 
ATTENDING MED. STAFF SIGNED 
7 mo, | PHYS. Bx} piectorn (] PHYS. [} 4943-63 


22d. ADDRESS 


Howard _E. Hall, M, D. ra Sykeaw. |e, Mary lendes Se 2 ee o 


23d, LOCATION (Clive own or county) {Stete) 


22c. PHYSICIAN'S 
NAME (Type} 


— 


230. SURIAL, CREMATION, | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR caneks 


death. Page 4 may be retained by the hospit 


OVAL Poein tT cify) 


p. WAS Fea, EVERIN U-S. ARMED FORCES? 16. SOCIAL SECURITY NO,| 17, Mae Address 
fes, no, or unkown; yes give weror detesofservice) 
> 
33 2 = 22-18-6454 Np. Geeege O. Sreger - - Napeotts ys le _ 
¢ s 18. CAUSE OF DEATH [Entar only one cause per line for (e), (b), and (c).] INTERVAL BETWEEN 
SaEy PART |. DEATH WAS CAUSED BY: E sical i ed 
Ea a IMMEDIATE CAUSE (e:) __ Primary carcinoma of the liver, ~~ ow > a a 
2 e — 
aoe 1 DUE TO 
bo aad " Fe A * . . . 
Sgss Conditions, if eny, which )___ uremia, severe anemia, malnutrition, — | June 1963 — 
ees geve rise to immediete ceuse 
223 (e), steting the underlying f OVE TO 
= Seas cause last, ()__ cardiac failure. Dec. 11,63 
Lets Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)] 19. WAS AUTOPSY 
2282 = i 
Ses! s f ves [] no [] 
§?5 | 20a. ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURRED, (Enter neture of injury in Pert | or Part Il of item 18.) 
ol a 
Ses & | OR CONTRIBUTING [] CAUSE OF DEATH 
foe & JU EITHER, NOTIFY MEDICAL EXAMINER) 
E05 > ae. 
b22 < | aoc. TIME OF INJURY Monih, Dey, Yoer | 20d, INJURY OCCURRED |) 2Ge. PLACE OF INJURY (Home, farm, > 201, (Clty or town) (County) (Siete) 
Sku as Hourseatete While __Net While factory, street, offica bldg., oa 
ae a 3 elie 9 at work [| et work 
a 
O88 . 1 certify that (I) (this hospital) cate the deceased from...........0M au) OE to... DEGs... ais, 1993:, that ()) (we) last 
B38 saw the deceased alive on....REG.e.... 49..63., «and oe death occurred aoe: M, from ihe causes and on the date stated above, 
Sea 
An ® 
BK 
aie 
a= 
hi oF 
553 
Zz 
ae 
ou & 
=] 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


NY /a- 14-63 |Likeview Mem. P Sykesui [le Mel. 
Ww 2. JERAL DIRECTOR’S SIGNATURE, ADDRESS. “ie REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
Sei ear v Mash dyfeaull, Md bomnecrg fo fobcatlia wedge 


¢& 24 hours after 
jan and completely filled in by the funeral 


\oVe carbon papers. Pages 1 and 2 sh 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and infany event, within 72 hours after death. 


be retained by the hospital or attending physician. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
LYOL, CERTIFICATE OF DEATH 15285 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where daceased lived, Hf institution: Residance bafora ear 


3, COUNTY a. STATE b, COUNTY ‘ a 
Cannot MARYLAND Lae lisck. —- 
b. CITY OR TOWN iif outside eomoreie firsts, . LENGTH OF STAY IN 1b rel N (If outsida corporata limits, wiita RURAL and giva neorest own) 


giva nearast town) 
5 weehy Le XQ 
i ‘d. STREET ADDRESS: ‘ie 7. es £& RESIDENCE 


Fi 


ON A FARM? 
yes |] No 2 a 
3. NAME OF / Midde Sat ‘| 4. DATE Month Day Year 


Cromer CA iy IN 


5. SEX 6. COLOR OR RACE 


Wa. USUAL OCCUPATION (Giva kind of work 


dona dysing most of working life, aven if retired) 


beats Bree, i 963 


9. AGE {in years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 


last id Bia eoialcoaye Fr | 
eS 


12. CITIZEN OF WHAT COUNTRY? 


KEENE 


8. DATE OF BIRT 


24 1K 76 


‘Vi. BIRTHPLACE (County & Stata, or foreign country), 


7, MARRIED ey MARRIED [_] 


wipowen [_] oivorceD [_] 
fOb. KIND OF BUSINESS OR INDUSTAY 


‘ 


3 ae hb: ae = u. oA: 
ae 13, FATHER'S NAME FZ MOTHER'S MAIDEN NAME 
238 
ga 4 
ge 5. WAS DECEASED EVER IN L Pal es . SOCIAL SECURITY NO.| 17, INFOR!} 
$2 (Yes, no, or unkown) ae 
= 
2” Ww DIT = 1. -2)98 Po Ul nel 
FS: 18. CRUSE OF DEATH [Entar only one cause per line for (a), (b), and (c).] ONSET AROSE 
PART I. DEATH WAS CAUSED BY: a 
3 iH IMMEDIATE CAUSE (e)__ Grnbrsh Vagenkiy necidivt ~ | esaless: =, 
e 
5 
= 


33] DUE TO > +4 
Conditions, T any, which __Garebwl AA sctieecs apras 


gave rise to imma 
(a), stating the underlying 
causa la 


cause 
DUE TO 


{e). 


. WAS AUTOPSY 


é 
B 
rf 
5 
83 
43 
=o 
HS z at Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PAI WAS AUTOPS 
a the Maal EE da 
2s 2 ; 
29 0 5 Qy Dele NLA Sew ACA Ons vd at us ves [) No 3 
‘a © ]20—. ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY Secor (Enfar netura of infury in ae Pert Il of item 18.) 
eat E | OR CONTRIBUTING L] CAUSE OF DEATH 
ete & | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
52 3 [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, ; 20f. [City or town) (County) (Stata) 
<8 8 While __Not Whila factory, street, offiea bldg., etc.) i 
ae 2 work [] at work | 
O28 2 certify that (I) (this hospjtal) attended the deceased from. , that (1) (we) last 
“ 
Be saw the deceased alive on... / 4 AQ iccccup and that death occured atZ eM, from the causes and on the date stated above, 
7 2ab. DATE 
>: oe ee ale jist 
was Uo mo. [PHYS. Bal oO oO ane 
HS g 22d, ADDRESS 
ae / Union Bridge Maryland 
"BS pe eth ee ec 
24 5 g 23a, BURIAL, CREMATION, | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) 
= REMOVAL (Specify) 
o% 0% ‘Surier 12/4/1963 Roeky Hill Rural Woods bere 
4 =# 


VRAIS (4) 
15M 7/61 » 


24 re DIRECTOR’S SIGNATURE ADDRESS 


Walkersvill, MD 


oe “DEC S 1963 we Ss lie age 


. MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


>\ 


~ 14795 CERTIFICATE OF DEATH j 5 2 § 6 
. @ a oe ~ ere G3 & 
2 6 1. PLACE OF DEATH = - tten=z- \[ 2./ustar atence (Where deceesed lived, If Institution: Residence before admission) 
a | 
ae a. COUNTY ||». STATE b, COUNTY . Jv 
5 gag Carroll S ____ MARYLAND Maryland frederigk: 2 
r Be 3. b. SUNS egal uf outside Saye | ¢. LENGTH OF STAY IN tb | s. CITY OR TOWN (If outside corporate limits, write RURAL end give nesrest town) 
= BES wei end give nearest town i ? 4 
SM er ___ Sykesville ay oeones Wayans Frederick cS 1 ] = -£ + 
=p ie d. NAME OF HOSPITAL OR INSTITUTION {if not in hospital, giva sireet address) |, = d, STREET ADDRESS ee Klinehar te Alley |* Is RESIDENCE 
meee 3 7 F 5 
& boss ___ Springfield State Hospital _ I ERG FAN fay Eeiie re Eine a 
tue an z WAME OF First ~ Middle Lest 4. DA’ Month Day Year 
3 aah i OF 
2) eae {7Re Seay CLARA VIRGINIA KINTZ bray: December 2 19 63 
«x ZB 2 + Js3 
: bas 5. SEX 6. COLOR OR RACE) 7, MARRIED [_] NEVER MARRIED |] | 8- DATE OF BIRTH 9. AGE (in yoors | F UNDER EAE a 24 HRS. 
‘ BY Month. Min, 
° 88s Female White wivowe fx] _—_oivorcéo [J | 7-22~187)) 89 ys. ie a es 4 
es /see Oe. USUAL OCCUPATION (Give kind of work | 1Db. KIND OF BUSINESS OR INDUSTRY {11 BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
2/3 &: done during most of working life, even if retired) 
B\SSE Housewife Yaryland U.S.A, 
J Ves igh OSS :; ~) 14. MOTHER'S MAIDEN NAME >a 
= oWt 
o co 4 + 
8 §2y Theopolis Hartsock Susan Fisher 
7 va eta — &, —.. we = 
o & c wi 15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
£ aes (Yas, no, or unkown) | (Ifyesgivewerordatesofservice: F " : 
= 2" 8 ° Records, Springfield State Hospital 
ee eS 18. CAUSE OF DEATH (Enter only one couse pend()] - 71 =) a | Tp ER VALeMET Weenies 
eae PART | 5 ONSET AND DEATH 
oS 5 ART |. DEATH WAS CAUSED BY: P 
res: ae IMMEDIATE CAUSE (a) Cerebral vascular accident a a ee 
‘ bd ] 
faage YaA DUE TO 
ae E Conditions, if any, which w) Advanced arteriosclerotic cardiovascular disease | Years  _ 
2365 gave rise to immadiete couse 
2s oa (2), stating the underlying ( CUETO 
7202 couse lest. 
Sa tcue dee Pe 9) AY (e) aioe 
a a= a z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tle) 19, WAS AUTOPSY 
2222 y|/e|Chronic brain syndrome with senile brain disease, with psychotic ties tno 
mBoEOS S Syphd is — = 
me 8 as = 2De, ACCIDENT WAS UNDERLYING [1] |” 20b. DESCRIBE INJURY OCCURRED. (Enter nature of injury in Part | or Pert Il of item 18.) 
mound & jor UTING [] CAUSE Of 
atest © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
oe pe: 8 z 2De. TIME OF INJURY Month, Dey, Yeer 2Dd, INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, | 2Df. (City or town) (County) {Stete) 
Eye ae 8 Hour e.m. While __Not While factory, street, office bldg., etc.) | 
g273° = Fas 9 et work [] et work | 
BH s 
ReOss 21. I certify that (I) (this hospital) attended the deceased from...... .erhont ee Ip denen Besse Wosnet that (1) (we) last 
it 
K3a3 3 saw the deceased alive on... k2 72-63 19.....0, and that death occurred at... ...%. %, a8 the causes and on the date stated above. 
Re R 22a, SIGNARYRE = 226. DATE 
Ofn? aA iH “hay > ATTENDING MED. STAFF SIGNED 
asc i}. and HYS. [| iREcTor [] PHYS. 2=3-63 
< ag DS ’ SS 22d. ADDRE j ; S ; 
Hoa ss eal ‘ e Ss Springfield State Hospital 
a8 sy / Se eee Sykesville, MaryLand occ : 
Re = ge 23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 23d, LOCATION {City, town or county) (Stete) 
ovondk Frederick, Maryland 
BH 


| Birvarr” ee Mount Olivet Cemetery 
24 FUNERAL DIREC’ \ E ZA 25a. iC! YY REGISTI Ib. REGISTRAR’S IATORE 
VR AIS xy Me. Re ak oe, ae 4 a ie: bec 4 663 fr aD i 


2DM 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ell FG EEE SE EXAMINER'S CERTIFICATE OF DEATH 15287 


PLACE OF DEATH 
a. COUNTY 


1 


FOR STATE 
HEALTH DEPT. 


2, USUAL RESIDENCE {Where deceesed lived, If institution: Residence before adinission) 


a STATE b. COUNTY 

a gt _ Carroll << MARYLAND “Maryland arroll as 

hee b. CITY OR TOWN [if outside corporate limits, e. LENGTH OF STAYIN 1b ¢. CITY OR TOWN [If outside corporete limils, write RURAL and give neerest town) 

8 \ RURAL and give noerest town) | 

2 =2/ | New Windsor RD 1 |__15 months |X New Windsor RD 1 7. a) ae 

Ne 8 2 8 d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give street eddress) d. STREET ADDRESS 1. IS RESIDENCE 

2£as Xx ! ON A FARM? 

ae 2 3 = YEs{_] NO [-] 
2 Ga NAME OF First Middle Lest 4. DATE Month Day Yaar 
£508 DECEASED OF 
= jt) EAT! 
og=s ee eee a! MARY ANNETTE _—_—_—sLACEY ‘| PER Decenber 1 19 63 
on >se Sup 5EX 6. COLOR OR RACE|7, maRRieD [_] NEVER MARRIED i] | 8. DATE OF BIRTH ‘19. see IF UNDER T YEAR] IF UNDER 24 HRS, 
2% ‘ ithdey) \"Months| Deys | Hours | Min. 
gba female white | woowm[] ovoreo[]| dune 5, 1906 | 59 yn. eae | 
aey ‘We, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stete or foreign country) ~—~~S*Y~*N2. CIVIZEN OF WHAT COUNTRY? 
<a done during most of working life, even if retired) 
uo ae 
$e none 3 | -- : | Allegany County, Md. U.S.A. 
a 
$ 


13. FATHER'S NAME | 14, MOTHER'S MAIDEN NAME 


Patrick Thomas Lacey 


15, WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, or unkown) | (Ifyes give werordates of service) 


e Susan Bowen _ 
16. SOCIAL SECURITY NO. | 17, INFORMANT Address g_ 


Sykesville, Ma 
| Records of Springfield State Hospital 


18. GAUSE OF DEATH [Enter only ono couse per line for (e), (bj, end INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY, be be: gl 
IMMEDIATE CAUSE (2). ee | #24 ie 


] 
Solr DUE TO 
Conditions, if eny, which (b) Lt 


geve rise to immedieta cause = f- ys 
(a), steting the underlying ¢ PUETO 


te should be executed within 24 hours after death. If any 


8 cause lest. tc) | 

= z "PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEAT i BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART tfe)| 19. WAS AUTOPSY 
s 2 "az PERFORMED? 
ee s yes [] No x1 
a ¥ =< a ane = — one Fe es 

= E ] 200. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pari | or Pert Il of item 1B.) 

a & | PRIMARY [1 or CONTRIBUTING () 

bd G] CAUSE OF DEATH. | 

z , a ee ——————eE 

i=] § | 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED 202. PLACE OF INJURY (Home, farm, © 20f, (City or town) (County) (Stete) 
a g eur dims While __ No! While fectory, street, office bldg., oi | 

Fe 2 ant 19 et work [_] ot work [_] | 

Ww 21. I certify that | took charge of the remains described above, held an Autopsy oO ispeEnton x). Inquiry (il and in my opinion 
e death resulted from; Natural causes K Accident LI Suicide ited Homicide C1. Undetermined manner Oo 


CHIEF MEDICAL EXAMINER 


e 


please execute the certificate, writing the word “pending” in pencil in Item 18. 
its designated agent, prior to burial, cremation, or removal, and in any, “ip i 


be. 


4 should be forwarded fo the Chief Medical Examiner’s Office along with form PM3. 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File p: 


ACTUAL y 
Searle “EAN map, ASSISTANT MEDICAL EXAMINER Dare ie 
E i DEPUTY MEDICAL cos 
5 BA EXAMINER'S, 
Be = __|_ NAME (Type) 2 we Address (Street, city, town, or Pee AC 
a = 22e. BURIAL, CREMATION,| 22b. DATE THEREOF 22c, NAME OF CEMETERY OR CREMATORY ATION (City, town, or Heide Giete) 
° 2 REMOVAL (Specify) 
BA buri 12/4/63 St Patrick Cemetery _Cumberland Maryland 
THE UNERAL DIRECTOR ADDRESS — 240. Te, D BY REGISTRAR | 24b, REGISTRAR’S SIGNATURE 
Mi 
5M 1/62 DATE DEC 6 


2 Degen, bee tenn, Tid. Nnyba_fOKorrles Srey _ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


i 
< a” CERTIFICATE OF DEATH {52865 
5 eS 
s F mad DEATH 2. USUAL RESIDENCE (Where daceasad lived, If ins{itution: Residence before admission] 
$s e. STATE b. 
acy ‘Carroll site itylend ailtimore city 
Ais b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [If outside corporete limits, write RURAL end give neorest town) 
., vie Lae iano nearest! town) ” { 
53 £ 5 Sykesv: Baltimore 31 =. 
2 Pie d. NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give street eddress) ‘d. STREET ADDRESS a i Fi . 1S RESIDENCE 
Ba 5 ON A FARM? 
248 Springfield State Hospital 8h W. 36th Street ves [] NO GE 
Baa 3. NAME OF First ~ Middle “Le les | 4. DATE Month ‘Dey “Year 
a 3 DECEASED OF 
HE 4 (Type or print) HARRY JAMES LEHR DEATH §=December 7 1963 
3° st SEX 6. COLOR OR RACE) 7, maRRiED [] NEVER MARRIED [] | 8 DATE OF BIRTH %. Rega aD EREAR ie Ue 
2 p in. 
a Male White wipowenK] —pivorcen [] 1-5-9), = eS aS | 
FA 108. USUAL OCCUPATION (Gi ind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
2 done during moat of working life, even if relirad) U.S.A 
2 ntis Saad Newfoundland sere 
3 ERPS BER SNARE 14, MOTHER'S MAIDEN NAME — = 
S James A, Lehr Maude Fitz gerald 
g 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.j 17, INFORMANT Address = 
= ecoras 
i= (Yes, no, or unkown) | (Ifyesgivewarordetesofservice) 6 
To. 213=38-9262 | Springfield State Hospital =»-_—s—s§_ |=” 
18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (e).) = | INTERVAL BETWEEN 
‘AND DEA 
PART |. DEATH WAS CAUSED BY: ‘ e 
° IMMEDIATE CAUSE (e)_ _Gongestive heart failure and pneumonia , -_—s——|_ days = 
4A. DUE TO 
Conditions, if any, which »)__Arteriosclerotic heart disease, _|_years 


pave rise to immediate couse 

(a), steting the underlying (| DUETO 

couse lest, te) 

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)| 19. WAS AUTOPSY 
Sa PERFORMED?, 


jes [] No 1% 


S 


MEDICAL CERTIFICATION 


200. ACCIDENT WAS UNDERLYING [] 
OP CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Part I! of item 1B.) 


20c. TIME OF INJURY Month, Dey, Yeer 
Hour a.m. 


20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, | 20f, {City or town] ~~ (County) ~~ (Stete) 
While Not While factory, street, office bldg., etc.) 1 
jat work [_] et work 


19 


21. 1 certify that (I) (# 


hospital) attended the deceased from. 119...) that (1) (we) last 


page 3 should be detached for use as the burial-transit permit. 
led with the State Dept. of Health prior to burial, cremation, or removal, and in any eve! 


death, Page 4 may be retained by the hospital or attending physician. 


saw the deceased alive on...... 12-763... ..» and that death occurred at! BA. .M, from the causes and on the date sialed above. 
220, oma: 22b. DATE 
hy ATTENDING, ‘MED. STAFF IGNED 
eee Tae ey VS. DIRECTOR 9, PHYS. KK] 12/7 /63 
E oes cr 22d. ADDRESS i a 
> A\ 
8 l me Antonius Glahny _..... Sykesville, Maryland... = &  Seeeee 
2 (Steyo) 
ao 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
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VR AIS me) 


20M 5-63 


ple L, ase ipa . DATE ae 
wis J)" 192% 


24 FUNERAL DIRECTOR'S pile J it 


eae orien. 


23e. ) Otudee or TORY " U 
f; 


ADDRESS & REC'D BY REGISTRAR as ied ISTRAR’S SIGNATURE - 
3 Fi Mod Koon DEC 9 GCboMheg Youdar. 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


all 


—~ Diet! 
Sten 14723 CERTIFICATE OF DEATH 15259 
£hA 
& =: Vi ) 1. PLACE OF DEATH ¥ 2 Cn RESIDENCE (Where deceased lived. if institutian: Residence befare odmissian} 
z) BR a. COUNTY MARYUANG b. COUNTY 
€ 3 b. CITY OR TOWN {If autside corporate limits, write]. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If cutside carporate limits, write RURAL and give nearest tawn) 
3 and give nearest tawn) * 
eo 2m Ri Lb Mo ||| X RA 
on a { d. NAME OF HOSPIAL (If not in Reena give street address) | d. STREET ADDRESS e. IS RESIDENCE 
% OR INSTITUTION ON A FARM? 
5 ves [] No [= 
e 
° |. NAME 0! First Ne Lost 4. DATE Ye 
& NAME OU irs! Middle DA oo Doy fear 
: treo” Melissa M. eseilleet? | Stam 19 
8 oe. ; . COLOR OR RACE |7. MARRIED [[] NEVER MARRIED B. DATE OF ES a 
o 5. SEX 6. COLOR O1 F oO IF UNDER 1 YEAR] IF UNDER 24 HRS. 
a ae fost a Manths] Days | Hours] Min. 
uu) wipowep [] pivorced (] oe} yrs. 
10a. USUAL OCCUPATION (Give kind of wark dane] 10b, KIND OF BUSINESS OR INDUSTRY | 1 ee (State ar fareign ae 12. CITIZEN OF WHAT COUNTRY? 


during mast af warking fife, even if retired) 


U.S.A 


13. FATHER'S NAME 
' 


TS i EVER IN U. SARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT i 
(Yes, nosér unknown) | UF ye, gidefwar or doles of service} & ’ 
1B. CAUSE OF DEATH [Enter only ane cause per lipe far (a), (b), and (c]-] “ 


TART DEAT AS AS Hy dvecepha les 


DUE TO. 


ft, within 72 hayss-after death. 
Ll 


Address 


INTERVAL® 


. a BETW 
_ Cangenite] ee. Be 


Then please remove carbon papers. 


Canditians, if any, which 
gave rise ta immediate 

cause (a), stating the under. ~ DUE TO 
lying cause fast. (C) 


Part fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) 


vw. eae AUTOPSY 


ERFORME| 
LI Big 


The law requires thot the death certificote be executed within 24 hau, 


20a. ACCIDENT WAS UNDERLYING [] 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part 11 af item 1B.) 


20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED 


Hour a. m. While Nat while 
p.m. at wark [-] ot wark 


1) fttended the deceased fram ~ 
ef: id that death accurred otf Z- 


We. PLACE OF INJURY (Hame, form, 120f. (City ar town) (Caunty} (State) 
factary, street, affice bidg., etc.) | 


MEDICAL CERTIFICATION 


je hospital ar attending physicion. 


NDING PHYSICIAN 


21.1 certify that (I) (this iz 


saw the deceased alive an 
2a. SIGN. 


le) Me 


& 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physicion and campletely filled in by the funeral director, 


the State Board af Health priar ta burial, cremation, or removal, and in any even! 


poge 3 should be detached for use as the burial-transit permit. 


ATTENDING MED. STAFF 
— 4%) AAA M.D. | PHYS. Director CF) PHys. 0 12/3 
oe2 Re ae JAN'S / 22d. ADDR! 
A ME (T; f 
z8 GR c. MeVeu bh 
as 23a. BURIAL, CREMATION, | 236. DATE THEREOF 3c. DAME OF CEMETERY OR-CREMATORY 
} A ve MOVAL (Specify) rie V4 3 
2 es m4. afte Wa TOR'S SIGNATURE ADDRESS, 
VR AIS (4) . Dre. 
15M 9/59 - 


1 MARYLAND STATE DEPARTMENT OF HEALTH 


done during mos} of wosfing lif 


1 
avan if a WO ? 


ACE {County & State, or foreign country) | $2. CITIZEN OF WHAT COUNTRY? 
r, > 
YS. Ai 
14. MOTHER'S. oe) < > a a 2 
2, 


G “S NAME 


se DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
f pee 
14 Fas CERTIFICATE OF DEATH 5 G i 
t5 =~ ; 5; 
a4 1 Hens DEATH 2. USUAL RESIDENCE (Where decaesed lived, If institution: Residence before edmission) 
n=) e: , STATE b. COUNTY Gy 
bs . a 
$ eng Z : MARYLAND ; Nt itd € 
2 us b. CITY OR TOWN {if putside corporete limits, ¢. LENGTH OF STAY IN €. CITY OR TOWN jd outside, gerpe jig write RURAL end give nearest town) 
+t BaD RURAL angZive naaresAgivn) 
a 2-3, eet Lt ets 
£ Bee ION (if not in hospitel, giveAtraat eddress) d. STREET ADDRES 1S RESIDENCE 
= Yee ON A FARM? 
2 : yes [-] NO. 
2 RSS 3. NAME OF ~~ Middle Last z, a oe 
3 OF 
3 ; 
SES | Mypeorpien fo. Vesmivtce. | mam Pte, 2C 638 
- = 5. SEX 6. COLOR OR RACE) 7. marRieD [] NEVER MARRIED B. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS, 
as 2 Z S /S. last birthdey) |"Months| Days | Hours ) Min. 
. 2 Za wioow:D [] —_pivorce [] xo. ‘G) yrs. 
8 = 10a, USUAL OCCUPATION (Gi ‘ind of work JOb. KIND OF BUSINESS OR INDUSTRY | 11. JIRTHPL: 
= 4 ¢ 
= > 
§ 5 
ar £ 
Hy zy 
H 
= a 
° =F 
cs 
a 
= 


it. Then please remove carbon pi 


1s, WAS DECEASED EVER IN U'S. ARMED FORCES? Ly, ‘SOCIAL SECURITY NO.| 17. INFORMANT ‘Agarass a = 
3 es, no, or unkown) | {Ifyasgivewerordatesofservice! Se eG 
> “ = 
é : [9-22-1949 Afeone fpecotdes- Aagfecaylde. a 
e tes 18. CAUSE OF DEATH [Entar only ona cause per line for (a), (b), and (¢).) ‘* 3 = a ‘> “Srty ~~ INTERVAL BETWEEN 
goat 5 PART |. DEATH WAS CAUSED BY; Ta y) COL: ; Set ol ey a 
se ao IMMEDIATE CAUSE (e)_/7_ ett (A A gee ba Se £ . CRAE 
f= e i 
2a 2 ‘ / DUE TO PG . 
z2 Conditions, if any, which (b) Lt47 ©. Phy? CA eds 4 : ee, 
= seve risa to immediate cause ( . = oe > eer oe 
ar {a}, stating tha underlying be. | fy iL, I 
“3 / 
5 aboten a oe: Bec) MACY. Ge uy tr 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEABHUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. WAS AUTOPSY 


PERFORMED? 


ag et ves [] No [ 
208. ACCIDENT WAS UNDERLYING [] ‘Ob, DESCRIBE Hi INJURY, ‘CURRED. (Enter nature of injury in Pert | or Part Il of item 1B.) ¥ “a” 


tificate has been signed by the attending physician and compl 


pt. of Health prior to burial, cremat 


3 
£ 

545 
Be te 72 

Bae 6 

2g is 
Uat o < 
433s ¢ 
Bos | on CONTRIBUTING [] CAUSE OF DEATH 
acen S |r EITHER, NOTIFY MEDICAL EXAMINER} 
Ue52 S | Zoe. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, | 20. (City or town) (County) (State) 
Buss s hiurakeem While Not While factory, street, offica bldg. ete, | 
8 Eee = Pom, 19 at work at work [_] | 

am = 
neosg 21. I certify that (I) (this hospital) attended the deceased from. f-%C* + 1982, 10.14 LP krvvrvevy WS, that (1) (wg) last 
a8 ua 2 saw the deceased alive on... pL... 1965, and that death occurred ag, BEM, from the causes and on the date stated above. 
oat wk ee aes . oY, aoraewe. oe. ATTENDING “MED, STAFF 226. GNED 

E . 
Eee ae Sees (i M.D, | PHYS. Tr Bietor ( prs. (J 2) 286 
ot oe 22. PHYSICIAN'S i) - 22d, ADDRESS 
erat | |* Sant OK Rhy Wk 
gigs / NAME (Typ2) ane Ct HA BKL Ol Scab CLT. : 
o ea eo = = 

653 
Sense 23e. BURIAL, CREMATION, | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CRébiasORY 23d. JOCATION (City, tgwn orcounty) (Sat 

Vigits REMOVAL (Speci $ i, li n 
otQus 2-50-03 2 eee, : 
S O DIRECTOR'S SIGNATYR 5 ADDRESS, 250. REC'D BY REGISTRAR | 5b. REGIS€MAR’S SIGNATURE 

Ais OG ae tlle 
oat \ Zé MZ a Cpe they __loasJAN 2 

} 7 


The law requires that the death certificate be executed withi 


in 24 hours a\\\ 
| 
— 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, pare 


14500 CERTIFICATE OF DEATH 


2 sthoul 
te 
———" 


s 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where decaased lived, If institution: Residence before edmission) 
wag Se ak oe LE. Ag Dred iS COUNT ie ee 
2 MARYLAND : 
Ee a -". 4 
>es b. CITY OR TOWN [if outside corporete limits, ©, LENGTH OF STAY IN tb c. CITY OR TOWN fff outside corporata limits, write RURAL end give nesrast town) 
a2 ite RURAL end give nesrest town) F : 
£5 3/0 Ofer : Zo — ee 
UD Os LS ——————— = = ee eS ak. 
Res 4. NAME VE HOSPITAL OR INSTITUTION (if not in hospitel, give street «ddress) d. STREET ADDRESS . IS RESIDENCE 
ag ON A FARM? 
Sek Leereet( OMe LEL” f __| yes [] No [- 
2 aN . Aa: we First = Middle Fi a 4. DATE vee 1 Year 
Qa 
a a 

aie asian Ma UiPICE ELTON (We WHE. ih BEATS at 962 
zat 5. SEX 6 COLOROR RACE) 7, maRRieD [_}eVeR MARRIED [7] | 6 DATE OF BIRTH Of ere eons |TEUNDER! YEAR] TF UNDER 24 HRS. 

s o Months) Deys | Hours | Min. 
pas Gul I wivowen[] __vivorceo [J] “Zen Go [$ FAAL_EF». pepe | 
835 The. USUAL OCCUPATION [Give Kind of werk, . JayO OH BUSINESS OR INDUSTRY [ TH) SIRTHPLACE (Cou & Stator fory fr country) [* CITIZEN OF WHAT COUNTRY? 
id > lone ‘ing most of working » even if retired) 

3 we AEs a GCsa 

= ~ = 


13, FATHER’S NAME 


Zz, morere MAIDEN NAME 
pasa 


eens ye eE tees 
15. WAS DECEASED RVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. <a | Leer 


(Yas, eos: or unkow: eh oretane te . 
th E3-SIBS el. Ce Vkle 6 
¥ -¥ 


mee “CAUSE ei EATH [Enter only one causa per line for (a) =: 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (e) 


3 30x DUE TO 


Conditions, if eny, which 
geve rise to imme: couse 


in. 


permit. Then please remove cai 


hys 
cate has been signed by the attending physi 


ing p 


¢remation, or remoyé a) 


DUE TO 


(e), steting the underlying 
ceuse lest. (e) A flncd 


REMOVAL (Specify) 


= 
c 
£ 
238 
a By xa 
Ggae 
Br 0t8 3 
BBxo z PART Il. OTHER SIGNIFICANT as | CONTRIBUTING TO DEATH BUT NOW RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(s)| 19. WAS AUTOPSY 
Ore ae ie PERFORMED? 
a 25 $5 2\8 YES No [J 
& u eas a 
ia} 2 sein ue € SeCONTEI WRG ta eee On 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 1B.) 
osces & | (F EITHER, NOTIFY MEDICAL EXAMINER) 
as . oe a 
Z5eor < | 20c. TIME OF INJURY Month, Day, Yoor | 204. INJURY OCCURRED | 20s, PLACE OF INJURY (Home, form, | 20h (City or town) (County) Siete) 
Rugs. rey I 
8 2 -a0 a Hour a.m. While Not While factory, street, office bldg., ete.) | 
as Be = = pie 9 jet work at work i 
HeOse - 
& e522? 21. | certify that (I) (this hospital) attended the deceased from..... nae i 1962, eae pe Ke Feces 199.3, that (1) (we) last 
a 3s: 
aos saw the deceased alive on.. yee nee. 4 hand. er and that death occurred .. sei from the causes and on the date stated above. 
a Ean, £ aid % ATTENDING STAFF 7b GND 
s 
aon ot An SS. mp. | PHYS. [director OO Pas. 0 Bee /2 race 
Bemas 2c. PHYSIETAN’S 22d. ADDRESS 
& AME. {T 
aves NAME Tye) SO MAS S Ages, Cl CAA SP LEST Hamer Ee 
Ocrs2 Eee Rear Fenner fe 
a soe3 238. BURIAL, CREMATION, | 23b. DATE THEREOF 23e, NAME OF CEMETERY OR-GREMAFORY 23d. LOCATION (City, town or county) (Stete) 
ov oO 
mn OF 


e Bee (#9 19ER  Fenabore oe ol 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRES ZZ, 25a. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
7 
ita a | 


aN. 
VR AIS (4) 
20M S63 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, 


MARYLAND STATE DEPARTMENT OF HEALTH 
BALTIMORE 1, MARYLAND _ 
CERTIFICATE OF DEATH 292 


= Se Lael: 
DECEASED CGE 


(Type or print) 


First 


eae 


2 cO4Ars : 

a7 1 Eas or = 2. USUAL RESIDENCE (Where dgceesed lived, If inslitution: Residence bafore admission) 

ON = @. STATE b. COUNTY 

oa! LF CC FEO if MARYLAND _ Vb Ry Lad epee // 

Us B. CITY OR TOWN (if outside corporete limits, c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 

io write RURAL end give neerpst town) Fr 

mie Av ero l Kv ral KE XL 1 € ao no (Reka 

35 d. NAME OF HOSPITAL OR INSTITUT ON [if not in hospitel, give street agtiress) ] d. STREET ADDRESS: = @. IS Hones 
A! 

as LiwORoReo— (Cot fer Yoo ye 


4. DATE 


Month Dey 


LOLE EPIBES, 2 19 (3 


Or 
DEATH 


6. COLOR OR RACE 


* MAL e 


Middle lest 
~|9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 


ae ALT? SEO 
dey) FSP eS Hours Min. 


7. MARRIED [-] NEVER MARRIED [~] | 2° wid OF BIRTH 
Zi yn. 


wosking life, even 


a peek 


y event, within J, 


in ary 


death certificate be executed @& 24 hours after 


SS ae ee SKE] (Give kind of work 
ne red) 


wipowed [}—~ oivorceD Gib VUE: 
fOb. KIND OF wy) OF INBUS BIRTHPLACE (County & Stele, or ie country) | 12. CITIZEN OF WHAT CQUNTRY? 
ay 77. ch (4) bore, (Md, eevee 4 ‘ JIA 


My 


V4. MO 


(Yea, no, of pnkown) 


15. WAS DECEASED EVER IN U.S. Mid), ¢ Pea SECURITY 3 


{Ityesgive: pigs = 
ees "2/2-/ @ Wa ( 


18. CAUSE OF DEATH [Enter only one 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (eX 


{ DUE TO 
t 

if ony, which (b). 
‘gave risa to immediate couse 
{a}, steting the underlying mie IS) 
cause lost. {e) 


riFG @ i Ji. R'S MAIDEN NAME 
Th : Zilnm CL MGM: 
Daas Cue for (e), (b), end (c).] ‘i 


La. 
7 
Soe ee Cer Agi - AAV 62. 


INTERVAL BETWEEN 
ONSET AND DEATH 


ratained by the hospital or attending physician. 


saw the deceased alive on 


ATTENDING PHYSICIAN: The law requires that the 


22. YIKe 
NAME (Type) 


21. | certify that (!) (this hospital) sitepeed 8 di 


z PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(e)) 19. WAS AUTOPSY 
0) 5 ves [] No ‘teed 
& | 208. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enier neture ‘of injury in Perl | or Part Il of item 18.) 
& | OR CONTRIBUTING L} CAUSE OF DEATH 
[UF EITHER, NOTIFY MEDICAL EXAMINER) 
3 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, | 20f. (City or town) (County) ~ (Stete) 
a sur cain While __ Not While factory, street, office bld; 4 
= “ rT) Jet work [] at work - 


ATTENDING 
PHYS. 


[A director i) PAYS. 


M.D. 


"22d. ADDRESS 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


VR AIS (4) 


2. TO HOSPITAL 
death, Page 4 


a 
5 
u 
Re 
i 


") OCATION (Ciiy, fown or county] Siete) 
2se,/REC'D BY REGISTRAR | 256, frees este 
/\ pate DEC 30 19 93 f 25 oe 


23c., NAME OF, CEMETERY OR CREMATORY, 
i 74 2s 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


14862 CERTIFICATE OF DEATH 15293 


aw 


15. WAS DECEASED EVER IN U. S. ARMED FORCE 


(Yes, no, oF unknown) | (UF yes, give wor or dotes of service) 


16. SOCIAL SECURITY NO. }17. INFORMANT Address 
No None George E, Motter, Rocky Ridge, Md. R. D. 


1 
1B. CAUSE OF DEATH [Enier only one couse per line for Jef), and (c) F INTERVAL BETWEEN 
ONSET AND DEATH 
PART |, DEATH WAS CAUSED BY: / 
A IMMEDIATE CAUSE (a) y CAL iy 7 a 
A dD x DUE TO 


Then please remave carbon papers. 


= ex 
& 3 BS M ie eae it 2 a RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
8 °. °. : 
ese Carroll MARYLAND Maryland » COUNTY Brederick 
< ° © b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL ond give neares! town) 
8 §2 RURAL and give nearest town) 4 ms . 
Ne Rural - Westminster 6 Years Rural — Rocky Ridge [0X2 
-_ 22 GA d. NAME OF HOSPITAL in hoy i IS. RE ICE 
es] ORINSTTUTON Ot net hope, BT eSeeE R. D. x Sibley aoe * GNA FARM? 
aS Meadow View Convalescent Home = Rocky Ridge, Md, R. D2 1 ves (] Nog¥ 
o- 2 5 } 3. eae 2b ‘ First Middle Last 4. Bae Month Day Year 
PS (Type or print) Ma Cc. Motter DEATH Snes 27 19 63 
: ae 5. SEX 6. COLOR OR RACE | 7. MARRIED §&) NEVER MARRIED [SI 8. DATE OF BIRTH AGE (in years IF UNDER 1 YEAR| 1F UNDER 24 HRS. 
Ss. : * fost birthday) [Manths] Doys | Hours] Mi 
ue Female White wipowed[[]} _—btvorceo 1] | 1/18/1885 18 ys. 
i.) 100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired) 3 
& \ )| Housewife-Housework [In the family home| Carroll County, Md, U.S.A. 
La 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
i. : 
= A. Kurtz Myers Enily Babylon 
z 
3 
= 
° 
* 
vo 
5 


Conditions, if ony, which 
gove rise to immediote | 


couse (0}, stoting the under. ( CUETO 
tying couse iast. © 


20e. PLACE OF INJURY (Home, form, 120. (City or town) (County) (Stote) 
factory, street, office bldg., etc.) ! 


Hour a.m. 


p.m. 


While Not while 
lot work [[] ot work 


Zz Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1[o)]19. WAS AUTOPSY 
= 
(6) 5 ; ves TNO 
% [20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
& | OR CONTRIBUTING CI CAUSE OF DEATH 
| (WF eITHER, NOTIFY MEDICAL EXAMINER) 
§ |20c. TIME OF INJURY Month, Doy, Year ] 20d. INJURY OCCURRED 
& 
= 


After this certificote has been signed by the ottending physician ond camp 


I) attended the deceased from._ as 5 i99.. ta_LAu ~ ft... 192, that (I) (we) last 
(ome _.19.l0 bo3 and that death a¢curred off SMt fram the causes and an the date stated abave. 


yh. 22b.DATE 
ATTENDING MED. STAFF 
eee D. | PHYS. $M __Dikector Puys. CJ jaf 


21. | certify that (1) (this hospi 


saw the deceased aliv 
720. SIGNATURE 


NDING PHYSICIAN: The law requires that the death certificate be executed within 24 hi 


@ haspital or attending physician. 


page 3 should be detached for use os the burial-tronsit permit. 
the State Board af Health prior to burial, crematian, or removal 


6 £5 2c. PISICIAN'S 22d, ADDRESS 

gigid m Leh. Potrern MD |j9 w KING st. LiTrLesTown, Pa, 
& P34 2a. BURIAL, CREMATION, [23b, DATE THEREOF ‘3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State) 

zoe cia ae | 4273 St. Marys Cemete Silver Run, Carroll County, Md. 
ish 2 FOR'S SIGNATY) ESS Peg 250. REC'D BY REGISTRAR 25b. REGISTRAR'S SIGNATURE 

ery hetncd A Dtler fe2 ow EC 3 0 196) fhevkey edge 


\) 
in by the funeral ‘ 
ta 
4 


>< 


2 24 hours after 


nt, within 72 hours after death. Va 


e carbon papers. Pages 1 and 2 should 


the attending physician and completely 


The law requires that the death certificate be execute: 


R: After this certificate has been signed 


ATTENDING PHYSICIAN: 


be filed with the State Dept. of Health prior to burial, cremation, or removal, a any e 


director, page 3 should be detached for use as the burial-transit permit. Then please 


TO HOSFIT. 
death, Pag 


“ 
TO FUNERAL DIRECTO 


VR AIS (AY. 
18M 7-62 ~ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, bie pd 
14803 CERTIFICATE OF DEATH 15296 


1, PLACE OP DEATH 2. USUAL RESIDENCE (Where deceased lived, If inslitution: Residence before edmission) 


)|_C.M.Waltz Box 241 Sykesville, Md. 


e. COUNTY e. STATE b, COUNTY 
Carroll ___ MARYLAND || _ Maryland _ 
b. CITY OR TOWN [if outside corporate limits, cc. LENGTH OF STAY IN 1b ¢. CITY ‘OR TOWN {If outside: ‘corporate limits, write RURAL end give neorest town) 
write RURAL end give nearest town) 
iry 48 years |X Mt. Airy 
d. NAME OF HOSPITAL OR INSTITUTION {if not in hospitel, give street address) d. STREET ADDRESS e BRE 
A 
___ 6 Harrison St. 6 Harrison St ves] NOW 
r3. NAME OF First Middle Last “Month ~ Yeor 
DECEASED ie: 
Bip oroae) Guerney E. Mullinix earn Decembyy 7 96 5 
5. SEX 6. COLOR OR RACE 7. MARRIED rd NEVER MARRIED. [] 8. DATE OF BIRTH ‘9. AGE {In years jIF UNDER 1 YE: 7 j fF UNDER 24 HRS. 24 HRS. 
last birthday} Pell fal Soe Hours] Min. 
Male White | woown[]  vivorcn[] Auge 1361 1886. yy ne 
Wa. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stete, ‘or forsign country) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 
Maintenance |B &0O RR.Co. | aryland _ _ Wi, 5.4._ 
13. FATHER'S NAME 1". vane S MAIDEN NA 
Eldridge Mullinix | _. "Reise: Merwom te 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. | ats INFORMANT Address 
(Yes, no, or unkown) | {ifyes give werordates of service) > | 
12 SE ___(___|Mrs Lucy B. Mullinix Same as #2. 
18, CAUSE OF DEATH [Enter only one cause per line for {e), (b), end (c).) ITERVAAL 1 BETWEEN 
ONSET AND DE. 
PART t. DEATH WAS CAUSED BY; | 15% 
IMMEDIATE CAUSE fo) Gs erciHoma et Ce CLAY |S wot 
DUE TO 
Conditions, if eny, which (b) 
gove rise to immediote couse 1 —F 
DUE TO 


{a), steting the underlying 
cause last, ar my : 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING. 


“BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. WAS AUTOPSY 


‘DEAT 


z 
i Sa PERFORMED? 
(S 
Ss A ype r testive Cardiovasc de : A fea Ife 4 ves []_ No fd 
= [200. ACCIDENT WAS UNDERLYING [] | 206. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Part | or Pert Il of item 18.) 
& | OR CONTRIBUTING L] CAUSE OF DEATH 
& | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
3 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20. PLACE OF INJURY (Home, farm, | 201. (City or town) (County) “(Stete) 
6 Hour @.m. While Not While | fectory, street, office bldg., etc.) | 
= pea 19 at work [_] at work [_] | 1 
. | certify that (I) (this hospital) attended the deceased fro: 1900. to... LAE Cetcsee wf, that (I) (we) last 
saw the” deceased alive on... AVR, 3 and that death occurred PALM, from the causes and on a date stated above. 
220. SIGNATURE 22b. DATE 


AC Ze Yee. Mo. mys Pe] BIREETOR (=! mays, ‘By ’ 42% EP. 


22c. PHYSICIAN'S 22d, ADDRESS 
HEAL hii oe 


NAME (Type) YW. B, (A afew 4 | eae 2 Lf. bi 


‘23a. BURIAL, CREMATION, ia 3b. DATE THEREOF 23c. NAME OF CEMETERY OR CHEMATORY 23d, wenn nate town or county) (Stete) 
REMOVAL (Specify) 
0.1963 Montgomery Chap: Fate 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a, REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 


JRE C10 1969 (Cherlas Nedae 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 15295 


5 BP j b, Se i 

‘a 2 3 M as 2. USUAL RESIDENCE (Whare deceased lived, If institution: Residence befora admissioh) 

tk Pood a a. STATE b. COUNTY 

2 24 | 

§ adavil Cekka Lb MARYLAND POARVLAND*"" ERE DERICK 
Ss ~ b. CITY ae TOWN [if outside corporete limits, cc. LENGTH OF STAY IN 1b c. CITY OR TOWN [If outside corporate limits, write RURAL end give neerest town) 

z 4 write RURAL and DR a town) 

= S52 X RuRoe| 7 WEEKS A@ew YY PioeF . oxime 
, d, NAME OF BAY RG INSTITUTION {if not in hospital, give street address) d, STREET ADDRESS a 1S RESIDENCE 

A 
> RURAL 


Then please remove carbon papers. Pages 1 and 


6 attending physician and complete! 
cremation, or removal, and in any event, within 72 hours after de; 


-transit permit. 


: The law requires that the death certificate be executes; 


be retained by the hospital or attending physician. 
After this certificate has been signed by thi 


as 
= 
2 23 
3 s2 
a ao 
z mas 
mezts 
ORs2s 
2 
AS 8— 
Be 3° 
a So 
HeOae 
ied ao) 
KSUS 2 
a 83 
aa 
ot fa 
Heaas 
Bre 
O25e8 
mam se 
o = 
ovoTd 
KOH 
YR AIS (4) 
ISM 7/61 


. NAME OF — First “Middle” 
DECEASED 


Cireslertesinl JULIA ERVEEN DIVERS 


| 4. DATE Month Day 


bam DEC /2 9638 


oaSEKoe 6. LIA ‘OR RACE |7, MARRIED [] NEVER MARRIED [ ] | 8 DATE OF BIRTH 9. AGE (In yeors |JF UNDER 1 YEAR| IF UNDER 24 HRS. 
Er ast birthday) | Months] Days | Hours 
sta’ | pivorceo [] WO V 3d ECE yrs. 


. USUAL OCCUPATION (Give kind of work 


12, CITIZEN OF WHAT COUNTRY? 
done d 


RG a 


10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRT! Pies (County & Stete, or foreign country) — 
i > ve of working life, even if retired) 


HOUSE WIFE own Home _ 
"DAVID Ww. MARTIN 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, or unkown) | (Ifyesgivewaror dates of service) 


14. da Ss FRYLPND NAME 


RACHEL NOS BAUM. 


16. ZU. SECURITY NO.| 17. INFORMANT Address 


"NONE AZEL ETZLER Reéky Kloge WL 
"ta CAUSE OF DEATH [Entar only one cause per line for (e), (b), and (e).] INTERVAL BETWEEN 

Gal pec Ra ee ED en PE ibe? 
So TA DUE TO F; 

(Gohationtaliiary, /ohith (b) Geb ad Arve sitonescs 


gave rise to immediate cause 
(a), stating the underlying DUE TO 
cause last. a 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART lle) 


LadAnarveol eae Ay Lak Om lin AB cAigs + 

/20e. ACCIDENT WAS UNDERLYI iG 20b. Deb RIBE HOW INJURY OCCURED. (Enter nature opr ‘injury in Part | or Part Il of item 18. ) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF ESTHER, NOTIFY MEDICAL EXAMINER) 


19. WAS Al 
PERFORMED? © 


ves [] no] 


o 


20d, INJURY OCCURRED 


While Not While 
at work at work 


20¢. TIME OF INJURY — Month, Day, Yeer 
Hour a.m. 


20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) — (County) (State) 
factory, street, office bldg., etc.) | | 


MEDICAL CERTIFICATION 


19 
21. I certify that (I) (this hospi 


}) attended the deceased from. 19......, that (I) (wee) last 


saw. the deceased alive on... M LGB AG ccs and that death occured at/@24iM, from the causes and on the date stated above. 
cele AC bre * ATTENDIN! STAFF & IGNED 
Loe re ae ee ey ik ae 
/22c. PHYSICINN’S ~~ o aa "| 22d, ADDRESS 
NAME (Type) B Dp 
j esce SO PE CARICOEL tn. eyo iD gf LY. = 
1 |. BURIAL: PAS eit | 23b. DATE THEREOF & "NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or Pa hy 
REMOVA ee ee 
N /afis/e3 \hoeusy GRovE | FREDER Ce 
Roy 24 FUNERAL oH a "S. SIGNATORE « ADDRESS 
\ 


Sa. REC'D BY REGISTRAR ER. — SIGNATURE 
i LS LGA) Spal one An — 


in by the funeral 


oo 24 hours after 
nt, within 72 hours after death. 


sician and completel; 


ina@ay 


x 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed. 


be retained by the hospital or attending physician. 
director, page 3 should be detached for use as the burial-transit permit. Then please re 


ba filed with the State Dept. of Health prior to burial, cremation, or removal, ai 


death. Page 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending 


TO HOSPITAL, 


VR AIS (4) 
15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


14805 


vo 


CERTIFICATE OF DEATH 


1, PLACE OF DEATH 


2. COUNTY, 


CAR Kdt-1 


2, USUAL RESIDENCE (Where doceased bived, If institution: = as Lb 


MARYLAND 


b. CITY OR TOWN [if outside corporate limits, 


write RURAL and give nearest town) 


"8" YARYLAND CBR ROLL 


cc, LENGTH OF STAY IN Ib ¢. CITY OR TOWN [If outside corporate limits, write RURAL and give nearest town) 


3. NAME OF “First 


teen (ARt CERTRULE NusB 


WE STALLS LURES N27 WESTAIINSTER Liye 2 
d. NAME OF HOSPITAL OR STE A {if not in hospital, giva street address) / d. STREET agi jae j e AAS 
Be goew 7 RSG oltye CREEN S77 us] NOL 


“Midis ~ Month, “Dey 
° 
DEATH 


3. SEX 6, COLOR OR RACE] 7. mARRIED [_] NEVER MARRIED [] B el UY A 9. AGE {In yoars |IF UNDERT YEAR| IF UNDER 24 HRS 
Ye last birthdey} |"Months| Days | Hours | Min. 
F N% WIDOWED, pvoren YALE 2 - L5G 1 GA m=. 
10s. USUAL OCCUPATION (Give kind of work | 1Db. KIND OF BUSINESS OR INDUSTRY “count OF W 


done during, most of working life, even if retired) 


Hews EF WIFE 


M1, BIRTHPLACE (County & State, or foreign country) | 12, CITIZEN OF WHAT COUNTRY? 


LIBR LARD UWS 


Cun Pome 


13. FATHER’S NAME 


14. MOTHER'S MAIDEN NAME 


THEO pa RE 


AAC NMBRT UM REPP 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Ifyesgivewar ordetes ofservice) 


(Yes, no, or wn 


Address 


WESTMUSTER Lid 


16. SOCIAL SECURITY NO. 


NONE. 


17, INFORMANT 


1B. elie OF DEATH [Enter only one cause per line for (e), (b), 4 


PARTI. DEATH WAS CAUSED BY: 
eauieh Ts CAUSE (e)_ \ 


= herd AER DON 


Crate Cea bg irea en bal Cocca 


°6 hae AND DEATH 


(keto) |° INTERVAL BETWEEN 


Hour a.m. 


factory, street, office bldg., etc.) | 


While ‘Not While 


Bix! 4 DUE TO 
Conditions, if any, which (b) Se ioe pees 
ge ise to imme causa Se ia : = . q a 
(2), stoting the underlying f DUE TO 
cause lest, te) = 
z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ie)| 19. WAS AUTOPSY 
CONT RU TINGHETEE ATU) i. 
S YES no BK 
& 20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED, (Enter nature of injury in Port I or Pert Il of item 1B.) 
E | OR CONTRIBUTING [] CAUSE OF DEATH 
G | UF EITHER, NOTIFY MEDICAL EXAMINER) 
2 _—s 
% | Zoe. TIME OF INJURY Month, Day, Year] 20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, ferm, ' 208 (City or town) (County) (Stete) 
8 
a 


9 


21. I certify that (I) (this h 


saw the deceased alive on..r 


at work at work 


SU 


OVAL (Specity) 
a 


re 


G/¢ 


22e. SIGN: — . 22p. DATE 
ATTENDING. STAFF pee 
M.D, | PHYS. DIRECTOR OF pays. 
22c, PHYSICL. “5 r es DDRES; 
NAME (Fish) ; e t “Le t ev, 
ul {us Ch ep ko M.D BshWwE ren St. s me inst cae 
"YBa, BURIAL, CREMATION, | 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (Stete) 


ea /70 


LING ANC RE ANON | bb fr 


“S SIGNATURE 


24 Pye 


rgd. . REC'D BY REGISTRAR | 25b, REGISTRAR’S SIGNATURE 
vad 
LY bya’ Va att) —_|pate q fCharbty Jutge_ 


25a. 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, ioe! 7 


1 


FOR STATE 14808 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 
1, PLACE OF DEATH =* = 5 . ——— ] 2 USUAL RESIDENCE (Where daceased livad, If insiilulion: Residance balore admission) 
ary | a. STATE b. COUNTY 
0. l 1 MARYLAND 
bs an SERK re (2 apo ¢. LENGTH OF STAY IN Ib © oflaryland corporate nin PB AbAMOne, CL; town) 
write, end give naarast town! i 
___ Sykesville lyr.9mos.25dys. Baltimore BVO 
{5 d, NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) | d. STREET ADDRESS °. SS 
__ Springfield Stete Hospital | 1215 Eutaw Place ves [] No fe] 
3. NAME OF First Middle Last 4, DATE Month Day eat. Pee 
DECEASED OF 
pga elo MARGUERITE JOSEPHINE OLDHAM | PRATH December 26 19 63 


| 5. SEX 6. COLOR OR RACE! 7, arriep [TI Never MARRIED B. DATE OF BIRTH 9. AGE (In years (IF UNDER 1 YEAR| IF UNDER 24 HRS. 
tas! birthday) Bora Days | Hours | Min. 
Female White wivowen KX oivorceo 5) | 19_27—1892 70. 
10a. USUAL OCCUPATION (Giva kind of work | 10b. KIND OF BUSINESS OR wNDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
dona during most of working lifa, avan if relired) | 
Nurses Aide/Baby Sitter Pennsylvania _ |). Nea, is 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
John J. Gallagher ? ____ Annie (last name unk.) = 
1S. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16 SOCIAL SECURITY NO,| 17, INFORMANT ‘Addrass 


(Yas, no, or unkown) | (Ifyasgivawarordatasofservica) 


1278-28. 
Suse OF DEATH [Entar only one couse 218 =26: 2193 Re cords, Sp efield State Hospita 
ra mR (Pag dian ag To eer 
4.0 DUE TO os , A J 
Conditions, if any, which (b) Ob. ie WorsVllcte 


ava risa to immadiate couse 
(2), stating the undarlying (| PUETO 


Oba ah ()___ 


INTERVAL BETWEEN 
LOBISET ANDDEA) 


pencil in Item 18. 


19. WAS AUTOPSY 


FS OJHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE Cony ets GIVEN IN PART 1a} 
5 = Dp. s PERFORMED? 
5 The tulbeser Bor 
6 6 pO nn rn eG é £2 Ane ves [] no 
© | 20a. EXTERNAL CAUSE WAS | 2Db. DESCRMME HOW INJURY OCCURED, (Eniar natura of injury in Part | or Part Il of itam 1B.) 
& | PRIMARY (J or CONTRIBUTING [] | 
& | CAUSE OF DEATH. | 
| 20c. TIME OF INJURY — Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Homa, farm, - 20f. (City or town) (County) (Stata) 
S Hale ate While __ Not While factory, street, office bldg., etc.) | 
= 


|, cremation, or removal, and in any & 


at work at work i 


p.m, 2 F. 
21. I certify that | took charge of the remains described above, held an Autopsy im} Inspection ial Inquiry ia} and in my opinion 


death resulied from: Natural causes R Accident [_], Suicide [_], Homicide [[], Undetermined manner [_] 
. 


g, CHIEF MEDICAL EXAMINER 
ACTUAL (se 
SIGNATURE . 


ICAL EXAMINER: This certificate should be executed wit 


@ ifi 
4 should be forwarded to th 


certificate, writing the word “pending 


iis designated agent, prior to burial, 


ASSISTANT MEDICAL EXAMINER iE DATE SIf¢N! 
——e M.D. ‘ / 
a z 5 EXAMINER'S DEPUTY MEDICAL EXAMINER 47/2, G3 
x 
n° < a NAME (Typa) We, Slenn Speich Ts M. OD. _Address (Strat, city, town, or county) l q 
8 Hy eS BURIAL, CREMATION,| 22b. DATE THEREOF | 22. NAME OF CEMETERY OR CREMATORY LOCATION (City, town, or country) (State) 
& cy REMOVAL (Specify) | ‘. a te 
eNO 4 12/30/63 ‘Druid Ridge Cemetery ‘Pikesville » Balto. County, Md. 
ee 23. FUNE Se ADDRESS 24a, REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 7 
& = 
sm 12S Vernon brome 4611 Park Heights Ave. Baltoloax DEC 30 1963 forks Juatge. ‘“ 


ry 


¥ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
and completely filled in by the farteral 


ovg carbon papers. Pages 1 and 2 she 


sm 


Then pledse 


e attending’physici 
be filed with the State Dept, of Health prior to burial, cremation, or removal, and 


| or attending physician. 


director, page 3 should be detached for use as the burial-transit permit. 


death, Page 4 may be retained by the ho: 


TO FUNERAL DIRECTOR: After this certificate has been signed by th 


VR AIS (4) 
20M 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
48C? CERTIFICATE OF DEATH 15298 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
@. COUNTY e. STATE b. COUNTY * 
Carroll MARYLAND Ma B ty. i 
b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN Ib || c. CITY OR TOWN (If outside corporata limits, wrile RURAL end give nearest town) 
‘e RURAL and give neerest town} : 
ykesville yrs.7mos. Baltimore City yi 
d. NAME OF HOSPITAL OR INSTITUTION [if no! in hospital, give street address) a. STREET ADDRESS tst—~S * .. ON A PARUE 
Springfield State Hospital ___| ves [] No fx] 
3. NAME OF > fit eS Middle . ‘Month “Day eer 
perce OF 
Pg JOHANNA (NMI) __ OLESZWSKI aa December 17 1963 
5. SEX 6. COLOR OR RACE|7, MARRIED [-] NEVER MARRIED x] | 8: DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
last birthdey) Real Deys | Hours | Min. 
Female White wioowed [] _oivorcio[]| 2—8m1879 yrs. 


108. USUAL OCCUPATION (Give kind of work 
done during most of working lifa, even if retired) 


Housework 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


any evént, within 72 hours after death 


Germany 
14. MOTHER'S MAIDEN NAME 


Victoria Halmincka 


Unk. 


13, FATHER'S NAME 


John Oleszwski 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 


16. SOCIAL SECURITY NO. 
(Yes, no, or unkown) | (Ifyes give weror detesofservice) 


17, INFORMANT Address 


None 


° es _ Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per line for (e), (b), end (c).] ss a =. | INTER’ 
PART |. DEATH WAS CAUSED BY: NSE SPE nT 


IMMEDIATE CAUSE (e)__ Arteriosclerotic heart disease 4 Pategnes 22 


' DUE TO 
oun oneaMRERY Mitch w Generalized arteriosclerosis _ | Years 
geve rise to immediate cause 
{e}, stoting the underlying ¢ DUETO 
couse lest. (e) 
PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ife}| 19. WAS AUTOPSY 
Schizophrenic reaction, hebephrenic type PERO POL 


Yes [[] NO 


20e. ACCIDENT WAS UNDERLYING [) 
OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Pert | or Pert Il of item 18.) 


20c. TIME OF INJURY Month, Dey, Yeer 


Hour .m. While __ Not While 
ih 9 et work [] ot work [] 


2. | certify that (I) (this hospital) attended the deceased from.... 2b (ee Beogs 
DG .0., and that death occurred a 


Re. TURE 53 = ; t 22b. DATE 
Ooidlin Lek Cnr pro- |My HB Em 12-38-63 
ISICIAN'S a ae ee et 22d. ADDRESS Springfield State Hospital 
gus lel Cgnvod, M. D. 


23a. BURIAL, CREMATION, 
REMOVAL (Specify) 


20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, } 20f. (City of town) (County) (State) 


fectory, street, office bldg., etc.) | 
i 


Vyperny AOL QA LT OB. .occsp 19 eccccy that (1) (we) fest 


ho, “trom the causes and on the date stated above. 


MEDICAL CERTIFICATION 


= Sykesvd lle, Maryland: 2... 
23b. DATE THEREOF 23c. NAME OF eA CREMATO! 23d. LOCATION JGity, town of county) (Stete) 
/2- 20-63 | Ch ean. 4 

25a. REC'D BY REGISTRAR 


24 FUN! L_DIRECTOR’S SIGNATURE. . DRESS x 
oA. oe 2 3.495 
LALA, Matgly 5 


25b. REGISTRAI 


Po scatlteeNasctp tam 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


) 34808 _ CERTIFICATE OF DEATH {5299 


Sy 


os 
2 * 
2 e 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, If institulion: Residence before edmission) 
25 a. COUNTY ._ STATE b. COUNT! 
BoE ‘ MARYLAND 
ee b. CITY OR TOWN [if outside corporata limits, ¢. LENGTH OF STAY IN tb (if outside corporata limits, writa RURAL and give nearest town) 
Bas, ; write RURAL end give nearest town) = , 
ey Bb! AG ae 3 
Ban d. NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give sires) @ddress), 7c ‘ADDRESS ©. IS RESIDENCE 
= oe £4, ON A FARM? 
>a3 vA, tH - yes [] No 
E4 3. NAME OF Mid . BAT ‘Day Yer 
p A, OF 

{Type or print) NE ” SETOW mee DEATH BEC, Bye 19 s 3 


s that the death certificate be executed within 24 hours after 


— 


23a, BURIAL, CREMATION, | 23b. DATE THEREOF 
MOVAL (Specify) 


Ol 
o\S 6 COLOR OR RACE) 7. aRRieD [—] NEVER MARRI +8. DATE OF BIRTH 9. AGE (In years (FUNDER 1 YEAR| IF UNDER 24 HRS, 
EVER MARRIED 
4 lest birthdey) |"Months| Days | Hours Min. 
ies 
6S wipoweD [] Divorce [_] Lal a yrs. | 
£ $ 2 Kind of work, 10b. KIND OF BUSWNESS OR INDUSTRY 11. BIRTHPLACE (Cofaly & Stee, or Foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ven if retira ; 
Bee 4 
8? [x Acer reenolen, FAL | OSG. 
Boo 13. FATHER’S NAME 14. MOTHER'S MAIDENNAME 7 
£35 /se—, 
Z2O5 afd. an 
ss 15. WAS DECEASED EVE ARMED FORCES? 1 16. SOCIAL SECURITY NO.| 17, INFORM Aden Spe AT: A) foe 
B28 (Yas, no, or unkown) | (Ifyas i 9-05- ys SZ. 
o Q a ~ 
23 Tai Na (lil nak. fetrtrieee sae. 
eles 18. CAUSE OF DEATH (Entar only one couse.per line for (e), (b), and (c).) INTERVAL eke 
was PART |. DEATH WAS CAUSED BY: ey /te.> a 
Soy gs IMMEDIATE CAUSE (e) A Z [Wt in 
“-c =) al 
fa5g29 3.) 4 y 
aS wil ‘ ie 
REeSe Conditions, if any, which Freee Soe id ignaeerak Aare VS 
“y me Bs 3 geve risa to immediete ceusa . ~~ sae oe = .. ‘ a . Jerr | 
#205 (a), steting the underlying DUE TO 
eae couse last, (a 
a 5 ue 
Zl eta z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. WAS AUTOPSY 
HE8so p12 =>, tr Tana, ERFORMED? 
Beees “IS seatal No [] 
n = = = 
B28 3°5 |= [200 ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter naiure of injury in Part | or Part Il of jlem 18.) 
Hood & | OR CONTRIBUTING L] CAUSE OF DEATH 
ase ts & | ile ciTHER, NOTIFY MEDICAL EXAMINER) 
Ps 9g 2 == 
Das 22  |20c. TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Siete) 
aU fe Tal Hour a.m. While Not While factory, straat, office bldg., ate.) ! 
Be ae H = p.m. 19 el work et work 1 
- a 2 a 
HeOss . | certify that (I) (this ay attended * ig ie from.. dng omar 19) tr LIAB 19442:, that (I) (we) last 
aZUS oe saw the deceased alive on... Cees. Le 942 and that Lea ‘curred 44.2S/M, from the causes and on the date ae above. 
mae es = 
fa 226. Be 
(oe) zac é ATTENDING ‘AFF ee 
Hx y2e Mp, | PHYS. Ko DIRECTOR oO PHYS, Oo 2, a/c 
Bese 22e, 22d, ADDRESS > 
epg oF 
“ 2s3 
QePts 
teh ov 
Qvrgond 
BOF 


G/ 6 


‘24 FUNERAL DIRECTOR'S SIGNATURE 


CEMETERY tie as LOCATION (City, town or county) (Stata) 


25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


DATE, JA VN 3 [eva Neg 


Pe 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


14809 CERTIFICATE OF DEATH 15300 


GD 

24 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, ff Institution: Residence before Saihietion! 
25 is ee 1 e. STATE Ma 1 a b. COUNTY 

o rro MARYLAND ryian Tim 

25 r, 

= bs b. CITY OR TOWN {it outside corporate limits, ee a RS fe) sy IN Ib c. CITY OR TOWN (If outsida corporete limits, write RURAL and sive nearest town) 
Bas write RURAL end give neerest town) 

£5 8 /5|_ Sykesville 4 yrs. 8 mos. Baltimore 21212  aadel 
Ben” d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street address) d. STREET ADDRESS e. 1S eunaes 
Se ON AFAI 

> 3 | Springfield State Hospital ‘he 9 7113 York Road Pah __| ves] NoX] 
Son /3. NAME OF “First ~ Middle Last 7 4. DATE Month Dey Yeer 

Fs Pann a G Gr PHILLIPS | 8a December 21 63 
Ec regs race ‘anger cember y 19) 

8 $= 5. SEX —«/ 6. COLOR OR RACE 7. MARRIED [_] NEVER MARRIED oO 8. DATE OF BIRTH 9. AGE (In yeers |IF UNDER 1 YEAR| IF UNDER 24 HRS, 
a 

¢ 

3\ 


3 
a) 
” 
mi 
° 
2 
bs 
Nn 
= 
= 
2 
3 
3 
x 
3 
2 last 
a . ths | Deys Hou Min. 
° fs female white wipowe [] _pivorcto [3g 9-13-1881 eB on | jourd | i 
§ ae Oe. USUAL OCCUPATION (Give kind of work — | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stee, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
3 ic done during most of working fife, ee if retired) 
§ £88-“| Marker - Dept. Store j Maryland U.S.A. ; 
=< 7s 13. FATHER'S NAME | 14. MOTHER'S MAIDEN NAME 4 
= Da 
o £0 : : * 
$ sae Darius Phillips | Mary Alice Voorhees 
ie US: 5— 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT TP a 2 en = ee] 
£323 (Yes, no, or unkown) | (Hyesgivewerordetes ofservice) 
ees no 212-01-0679 | Springfield State Hospital _ Records = 
fetes | 18, CAUSE OF DEATH [Ener only one couse per line for (e), (b), end (e).] INTERVAL BETWEEN 
gos 3 S PART f. DEATH WAS CAUSED BY: ONSET AND eT 
z 0) a e IMMEDIATE CAUSE e_ Bronchopneumonia._ [4 2 day. i 
fa532 Ld Qss DUE To 
5 7 
ze cke Conditions, it eny, which w__Arteriosclerotic heart disease _|_-years— 
Pr 2338 5 geve rise to immediete ceuse 
a = oat (e}, steting the underlying ( DUETO ; 
ese couse lest (o__ Generalized arteriosclerosis. __ years 
| Seta Zz PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)] 19. WAS AUTOPSY 
Hagae = 4 i é “ 2 
g BE erows CBS assoc. with senile brain disease with psychotic reactions __| vs fe} No 
253% = | 200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Pert | or Pert Il of item 18.) 
Mou Ss i ‘OR CONTRIBUTING [] CAUSE OF DEATH 
aces G | UF ETHER, NOTIFY MEDICAL EXAMINER) 
Qas 2 2 | 20c. TIME OF INJURY Month, Dey, Yer) 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 208. (City oF town) (County) (Siete) 
Exc £5 a Hour e.m. While Not While factory, street, office bldg., etc.) | 
Bete 3 an 19 et work ["] ot work [_] | 
HeOae 21. I certify that (!) (this hospital) attended ‘. deceased trom... 323. 59... woh O21 63. 19.002, that () (we) last 
«2905 2 saw the deceased alive on. ArBdE ere Merck ss Woe erie: , and that death occurred at. $22 °g agi She causes and on the date stated above. 
3 : 
8 aRao 220. SIGNATURE” Wa Bike a rae 2b. DATE 
eeehe HALE, xf 2 ftw agp mo. | PHYS.  [[] Director [-] PHYS. Ext 12/21/63. 
om De 22. PHYSICIAN’ 22d. ADDRESS 5 
Beeas NAME (Type) Ellis Margolin, i 4 Springfield State Hospital 
a Zea / OR a Sykesv-ilJe.,..Maryland .....2:.22..:-.:0-0 = 
ae Rye 23e. BURIAL, CREMATION, | 23b. DATE THEREOF 23, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (Stete) 
$058 REMOVAL (Specify) 
Bites 


12-2h-63 Baltimore, 


> 


VR AIS {4) \\) 
20M 5-63 


|—Pariad 
24 FUNERAL we em ~ ADDRESS ~ g Se. REC’D BY REGISTRAR | 25b, REGISTRAR’S SIGNATURE 


GEC 26 Latbea dept 


in 24 hours after 
in by the funeral 


ind completely ti 
bon papers, Pages 1 and 2 should 


t, within 72 hours after death, 


Se 


nding physician ai 


it. Then please remoy 


or removal, and in any vei 


hysician. 
has been signed by the atter 
permi! 


ATTENDING PHYSICIAN: The lew requires that the death certificate be executed: 


be retained by the hospital or attending p! 


a 


TO FUNERAL DIRECTOR: After this certificate 


death, Page 
be filed with the State Dept. of Health prior to burial, cremation, 


director, page 3 should be detached for use as the burial-transit 


TO HOSPITAI 


VR AIS (4) 
1SM 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


14810 CERTIFICATE OF DEATH 15304 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before edmission) 


HOrMe BR RS wi. area. || Hola pe C Ap RROLL 


b. pes OR eee limits, "| ¢. LENGTH OF STAY IN Ib | . CITY OR TOWN (i Ye, ‘corporate limits, write RURAL and give neerest town) 
WEST TINE TEN 20 VEAL ESTMINSTE IL 

d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) I Ww STREET Al e Bea 
Ji Kidee Road , ‘i Rivee ROAD ws ty Neth 


3 NEY es First Middle “last BE ‘DATE “Month Bay “Yoer 
; a 8 b 
fiearn) G ERT RYDE Putz Reese" DEC 2 62 
Sa Sbhe 6. COLOR OR RACE! 7, MARRIED VER MARRIED [_] | 8 DATE OF BIRTH 9. AGE (In ae IF UNDER} YEAR| IF UNDER 24 HRS. 


fast bi 


bei sects Deys | Hours | Min, 


F EMAL W121 TE wows 7 Bivorcen a 
10a. USUAL OCCUPATION (Give kind of work 
done, during most of working life, Wa 'E™ 


| HOUSE W 


13. FATHER’S NAME 


Jos re -FOvuTZ 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, or unkown) | (Hyes give werordetesofservice} 


Juve 29 IGL@ 


T0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign can We CITIZEN OF WHAT COUNTRY? 


CARROLL - maenolD DO UuirtEp Sta 


14, MOTHER'S MAIDEN NAME 


MPRTHA RINEHART. 
Casi oge copes 
R1IBE—eO 


| 16. SOCIAL SECURITY NO.| 17. MR 
21b-46-637%4 MR 


ci 
"| 18. CAUSE OF DEATH [Enter only one cause per line for (e}, {b), end (c).] ] s 4 


cee eT MEDIATE CAUSE fa} D IRTERIOSCLERQOTIC. CARD DUA. 
H2Q ft DUE TO Oe Y 


Conditions, if any, which (b) 
geve rise to immediate cause 7 _* 


(e), stating the underlying ( CUETO 
cause last. {c} 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELA D1 TO THE TERMINAL DISEASE CONDITION GIVEN INI PART 1[e]( 19. WAS se 
—— PERFORMED: 


> 


MEDICAL CERTIFICATION 


20a. ACCIDENT WAS UNDERLYING [] 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Pert Il of item 18.) 


20c. TIME OF INJURY Month, Dey, Yeor (Stee) 


Hour a.m. 
p.m. 


2. I certify that {I} (this DEC Sthat (I) (we) last 
saw the deceased alive on. 04, and th ath occured al WA, from the causes and on the date stated above. 


220. SIGDLATURE Tine Se, 22b. DATE 
A 
lonnrol. 9 7 | PHYS. DIRECTOR OF eprvs. 


22c. PHYSICIAN'S 


SBVTEL IT. WELLIVER a HELE BE reuwsre 


23a, BURIAL, CREMATION, bs DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) 


se adl/o8 Pe a 


24 FUNERAL DIRECTOR'S SIGNSURE ADDRESS: 


20d. INJURY OCCURRED 
Whila Not While 
at work et work 


20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) 
factory, street, office bldg., etc.) | 


19 


pended the . from. 


~— 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 15302 


1. PLACE OF cbt: 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before edmission) 


a Ce a. STATE . COUNTY 
| “ MARYLAND 


b. CITY OR TOWN (if outside corporate limits, ~ ¢. LENGTH OF STAY IN 1b €. CITY OR TOWN fiffoutside corporate Timits, write RURAL end give neerest town) 


k write RURAL and give nesreg! town} 2 S 
y Wr Ze 

Lath fd Lye atts SY Lettlileee y LE AT FL GO ae 

x OF MOSFITALOR INSTITUTION [if not In hospi6l, givg street eddress) E E @. 18 RESIDENCE 

x ON A FARM? 

ves] No [- 
OF one ~~ Middle ? Test | 4. st oa D Yeor 
* DECEASED ; ‘ a a 


Cpe or QE RNEBAR ee wae, ZO wG3 


, }6. COLOR OR RACE] 7, sdaRRIED [] NEVER Ae 24 [8 DATE OF Birth 9. AGE (in years |IF UNDER 1 YEAR| IF UNDER 24 4 


$ 
lezen VA LIL LHF, | woowt FR vivoreto F] Ze 20 IPS. VEE ool SOsyamfticurs 


i . USUAL OCCUPATION (Give kind of ba 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (County & Stete, or foreign country) Sa. | 12. CITIZEN OF WHAT CO! 
) 
IN 


one uring most of working life, even /f 


in 24 hours after 
‘4 


a 
ly filled in by th: 


‘emove carbon papers. Pages 1 an 


ithin 72 hours after death. 


hysician and completel 
event, wi 


14, MOTHER’S MAIDE! 


15. WAS yy Le a U.S. ae Fe “gle 16. SOCIAL SECURITY NO.| 17, INFO! 
(Yes, no, of cee {If yes give weror detesofservice) 


ALE = 
ar CAUSE OF DEATH [Enter only one cause per nara for (a}, Le end (c).} 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE {e)_ \ 


DUE TO 
Conditions, if eny, which {b) 


ing 


it. Then pl 


that the death certificate be executed 


cian. 


Permi 


Hi 


physi 
igned by the attend! 


I-transit 
ial, cremation, or removal, a 


ial 


to immediate cause 
le}, stating the underlying 
cause last. (c) 


The law re 


retained by the hospital or attending 


‘CTOR: After this certificate has been si 


DUE TO 


20e. ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Pert Ii of item 1B.) 
‘OR CONTRIBUTING [[] CAUSE OF DEATH 
( ELTHER, NOTIFY MEDICAL EXAMINER]| 


20. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, ; 20f. (City or town) (County) (Stee) 
Hour e.m. While __ Not While factory, street, office bldg., etc.) | 


et work [_] at work 


MEDICAL CERTIFICATION 


p.m. 19 

21. TL certify that (I) (tr ‘ Ee fo ASCE, 196 that (I) (we) last 

saw the deceased alive on... Sere ie Se, and bei. Sebi occured aS. SPM, from the causes and on the date stated above, 
22a. SIGNATURE URGE L pie, ES, 2b. DATE 
‘Be <a mp, | PHYS. DIRECTOR 1 pHs. |] 


22. PHY: icIAN’S 


NAME [Typo] t LP sera ak BAP. ER @~ 


238. BURIAL, CREMATION, | 236. ~ DATE THEREOF Ee NAME OF PP OR CREMATORY 
AY MOVAL (Specify} 


\ | Atatecd SSV/ZL3 


VR AIS (4) A) | 24, FUNERAL DIRECTOR'S SIGNMTURE Mtl “DAY 56 14 25b. REGISTRAR'S SIGNATURE 


mie OO SO tena Ba age 2 5 ise 2 


TTENDING PHYSICIAN: 


A! 
be 


‘*: 


TO FUNERAL 


director, page 3 should be detached for use as the buri 
be filed with the State Dept. of Health prior to buri 


death. Page 


TO HOSPITAL 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


14812 CERTIFICATE OF DEATH 15303 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceased lived, If institution: Residence before edmission) 


CARROL kn SCOCN TS MARYLAND Sue ARMA. ¥ ma RROLL 
ce. CITY OR TO’ 


b. CITY OR TOWN (if outsi orporete limits, cc. LENGTH OF STAY IN 1b (It outsida 4D limits, write RURAL and give nearest town} 
LES write RURAL and give neerest town) 


ESTMINSTER, MD, | LOXYRS.  \WESTHWSTER, AD. 27 


d. mae OF Cae! OR INSTITUTION (if not in hospitel, give street eddress) d, STREET ADDRESS Fy e. 1S RESIDENCE 
f ON A FARM? 


SSE MALY S7RELT SEL. AAAI STREET |e 


3. NAME C Middle fast 4. DATE Month Dey “‘Yeer 
DECEASED 


s = OF 
(rp oi WELLE FCOMAINE SHETTLE | 3m Dgc. 7 963 
5. SEX 6. COLOR OR RACE|7, MARRIED [_] NEVER MARRIED [_] | 8- DATE OF BIRTH PRIN Ere TFUNDER 1 YEAR| IF UNDER 24 HRS. 
si - lonths lours in. 
ia ht st ie pivorceo [] | O07, ae Vi 87 (7 Z3™ erg re | eae i 


10a. USUAL OCCUPATION (Gi ind of work 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE EF. & Stete, or foreign country). 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


SHAY STRESS CLOTHING | MARYL AM, USA, 
~~ : 'S MAIDEN he 7 


13. FATHER'S NAME 14. MOTHE| 


SEREVUAH Fo FOONTZ FLORA JOA WANTZ 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT 
MARS, CEORETA eee 


filled in by the funeral 
Pages 1 and 2 


and i rfoy event, within 72 hours. ssiier death, 


ysician and completely 
sa@iremove carbon papers. 


ding 


(Yes, no, of unkown! /esgive waror detesofservice! 
Pec eeurtenl etaige werecderbBScrervicg] 13 -O5-3b389 DuUCHTER Shy EXFERD REDS) 


18. CAUSE OF DEATH [Enter only one couse per line for (e), (b), and (e).] - INTERVAL nETWEEN = 
6 * 


PART I. DEATH WAS CAUSED 8Y: ONSET AND DEATH 
IMMEDIATE CAUSE (a) 


igned by the atten 
ial-transit permit. Ther 


be filed with the State Dept. of Health prior to burial, cremation, or remo 


. DUE TO 
Conditions, if any, which (b) 
geve rise to immediete couse 
(8), stoling the underlying 
couse last, - (e) 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1( Tle) 9. WAS AUTOPSY 


DUE TO 


| or attending physician. 


ves [] No 4 
20a, ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Pert Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY — Month, Dey, Year | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, 20f. (City or town} ~~ (County} (Stele) 
ieutlaane While __ Not While factory, street, office bidg., etc.) 
9 work [_] et work i t 
21. I certify that (I) (this "We. attended the Ee from. Fl that (1) (we} last 


and that death occurred 4 ih iM, the causes and on the date stated above. 
22b, DATE 


MEDICAL CERTIFICATION 


the deceased alive on.. 


& TTENDING, MED. STAFF 
YS. 


# DiRECTOR [_} PHYS. [] 
ES 


EL EST ee 


230. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY tap LOCATION (City, town or county) 


\RIAL” DEC. 107963 \FALASANT WALL LESIUNSTE R, L072 
RAL DIRECTOR'S Si: TYR] ADDRESS 25e, REC'D BY REGISTRAR | 25b. Ye RAR'S IGNA, 
b dag WESTHUATER A lw DEC10 9B fOr oO 


director, page 3 should be detached for use as the bi 


death. Page 4 may be retained by the ho: 
TO FUNERAL DIRECTOR: After this certificate has been si 


s 
w 
2 
5 
3 
2 
x 
S 
= 
= 
= 
3 
5 
3 
x 
o 
o 
Pel 
2 
8 
g 
5 
Ey 
vo 
o 
= 
2 
g 
3 
Tv. 
s 
= 
ed 
2 
= 
oO 
re 
a 
9 
5 
a 
iy 
=] 
a 
i 
re) 
a 
& 
a 
a 
io) 
o 
° 
a 


VR AIS (4) 
20M 5-63 


24 hours after 


e 


irector, page 3 should be detached for use as the burial-transit permit. Then please remevecarbon papers. 


ATIENDING PHYSICIAN: The law requires that the death certificate be executed 


be retained by the hospital or attending physician. 
DIRECTOR: After this certificate has been signed by the attending physician and completel; 


— 


CERTIFICATE OF 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


9 


DEATH 


7. MARRIED [ {NEVER MARRIED [_] 
wipowen [| 


Male | White 


DIVORCED [_] 


= ‘ a9 
oz sel G8i = = = = a 
5 3 ( Vi 1, PLACE OF D! 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before admission) 
2s e. COUNTY a. STATE b. COUNTY 
2a Carroll MARYLAND Maryland __ Carrel Ls 
sy B. CITY OR TOWN {if outside corporate Limits, c. LENGTH OF STAY IN Ib . CITY OR TOWN (if outside corporele limits, write RURAL and give neeresl town) 
Bsa write RURAL ond a ae town) wy, 
nl Rural teAiry 49 years. | Ru Mt.Airy Sa 
o d, NAME OF HOSPITAL Mi WNSTITUTION (if net in hospital, give street address) jd, STREET ADDRESS a, IS RESIDENCE 
4 ON A FARM? 
iad In v Re Dd. # 2 : RD. # 2 yes [| No [X) 
3, NAME OF First Middle Last a ‘DATE Month Day Year 
tysee rein 1963 
ype or print) DEATH 
scrim) ALBERT =. SHIPLEY December +> _19 
5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 9. AGE (In years | IF UNDER1 YEAR| IF UNDER 24 HRS. 


last birthday) Hours | Min. 


Months | Days 


10a, USUAL OCCUPATION (Give kind of work 
done during most of working life, even if retired) 


Retired Farmer 


10b. KIND OF BUSINESS OR INDUSTRY 


Farming 


Wi. BIRTH 


July 15.1873 
Carroll Maryland 


299 


PLACE (County & State, or foretgn co ~ | ¥2, CITIZEN OF WHAT COUNTRY? 


U.S.A. 


try) 


13, FATHER'S NAME 


John K. Shipley 


14, MOTHER'S MAIDEN NAME 


Rachel A. Dixon 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? oy. SOCIAL SECURITY NO. 


(Yes, no, or unkown) | (Ifyesgivewerordatesofservice) 
19-05-2317) 


18. CAUSE OF DEATH ‘Enter only one cause por line for (a), (b], and (c).] 


PART |, DEATH WAS CAUSED BY: 4 Aerio Sc ferof jr 


IMMEDIATE CAUSE (a) 
/ DUE TO 
(ol 
DUE TO 


Conditions, if any, which 
geve rise to immediate cause 
(a), steting the underlying 


(ec) 


17, INFORMANT 


Mrs.Etta_P.Shipley Same as 
’ ‘ 
CA Spices Disea 


Address 


INTERVAL BETWEEN 
ONSET AND DEATH 


Seueres fog 


PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NO’ 


RELATED TO THE TERMINAL DISEASE CONDITION Gli 


EN IN PART I(a)| 19. WAS AUTOPSY 
PERFORMED? 


Eline A 


YES 


20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Pert Il of item 18.) 


z 

° 

5 

E 20s. ACCIDENT WAS UNDERLYING [] 

@ | OR CONTRIBUTING [] CAUSE OF DEATH 

| (IF EITHER, NOTIFY MEDICAL EXAMINER) 

3 20c. TIME OF INJURY — Month, Day, Year | 20d, INJURY OCCURRED | 20e, PLACE OF INJUR 
8 Hour e.m. While Not While 

= pom. 0 at work at work 


saw the deceased alive on. 


factory, street, office bidg., etc.) 


Y (Home, form, » 20%. (City or town) (County) (State) 


J 


| 
X. ‘ge to. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event within 72 hours after death. 


8 Za, SIGNATURE 72b. CATE 
ATTENDING STAFF 
= Lex IC & sat 2, sche Mo. | PHYS. x DIRECTOR CO) pays. C / ware 
iS ea 22e. wna 3 22d. ADDRESS a, ale 
Pea NAME [Type] VW.P, Ze, /we tie <a ale foo Sa Mam G- UY im Jae 
he E, e \ ] 23a. BURIAL, CREMATION, | 236. “DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tow 
o. \ RI oa (Spegity) a am 
g®9* at” | Dec. 26. Mt. Olive CARR sa 
VR AIS (4) x 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a, REC'D BY REGISTRAR | 2Sb. can "S SIGNATURE 


1SM 7/61 


_C.M.Waltz Box 241 Sykesville, Mde 


eer aL 


+f 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


7, MARRIED §] NEVER MARRIED [_] fast bithaey) 


LAND 
4 CERTIFICATE OF DEATH Lo3gvsd 

$g 1 PERCE OF DEATH 2. USUAL RESIDENCE (Where deceasad lived, If Institution: Rasidance before edmission) 

a * a. STATE b. GQUNT 

ag arroll aw MARYLAND | Waryland Washington t 

zs b. CITY OR TOWN {if outside corporete limits, ¢. LENGTH OF STAY IN Ib || c. CITY OR TOWN (If outside corporete limits, write RURAL and give naerast lown) 

ao write Runa ap give neerast lown) : 

=-3,-| Sykesville -1lmo,3days Hagerstown x10 De 

galt d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) d. STREET ADDRESS - ; @. 1S Pere 

‘ed teh * 5 ON A 

Tae ‘ingfield State HospitaE 507.S, Potomac Street _ | ts F] No 

Sa 2 First Middl r Last : 4. DATE Month ~~ Dey Yeor 

on DECEASED OF 

Be [es ___BERTHA CATHERINE SMITH praTH December 3, 19. 69m 

85 a. Se: |¢ COLOR OR RACE 8. DATE OF BIRTH 9. AGE (In yaers |#F UNDER 1 YEAR| IF UNDER 24 HRS. 

5 How 

$ 

Qo 

E 


quires that the death certificate be executed within 24 hours after 


Conditions, # any, which Right iliac thrombopHebitis 


gave rise to immediata causa 


Pays or week 


j Months | D Hi Min, 
2 Female | White wipoweD [_] Divorcep [] 9~16~86 yrs, re | oe Be | a 
2 Wa, USUAL OCCUPATION (Giva kind of work 10b. KIND OF BUSINESS OR INDUSTRY | Ti. BIRTHPLACE (County & Steta, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
o done during most of working lifa, evan if ratirad) 
& | Housewife a s Maryland U.SeAo 
be 3. FATHER'S NAME . 14, MOTHER'S MAIDEN NAME oy = 
22 Staven Goldsborough Vibldddd Elizabeth Mcbride 
oe i WAS pee bias INUS. ARMED a : 16. SOCIAL SECURITY NO. 17. INFORMANT Records ‘Address _ 
oa fef._no, ot unkown) | (Ifyas givawarordeles of service) 
ee | ho” Nd 2) ped Springfield State Hospitel 
etes 18. CAUSE OF DEATH [Enier only ona causa par lina for (a), (b), and ()] 300 — eS, ~ |) INTERVAL BETWEEN 
3 E be PART |, DEATH WAS CAUSED BY; 2 . “ ‘ restedehel Helo 
eo 8 2 IMMEDIATE CAUSE (e)__ Septic infarction and bronchopneumonia S| Days 
fees 4 
a 522 4 ‘iy Bee 4 DUE TO 
é 


(8), steting tha undarlying ( PVE TO ; . " 

cause last, «)__Chronic rheumatic heart disease Years 
3 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tfa)| 19. pela 

5 Chronic brain syntrome associated with cerebral arteriosclerosis and vs fe} NO [J 

5 _* : - 
= ee Ke Be ‘A RI 20b, DESCRIBE HOW INJURY OCCURRED. (Enier nature of injury in Pert | or Pert Il of itam 18.) 
e | OR CONTRIBUTING [] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
s 20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED | 20. PLACE OF INJURY (Home, farm, ' 20f. (City or town) (County) (Stete) 
"3 Nike. satis While __Not While fectory, street, office bldg., ele.) | 
= p.m. 19 at work al work { 


R: After this certificate has been signed by the attending physician and completely filled in by the fu 


director, page 3 should be detached for use as the burial-trai 


be filed with the State Dept, of Health prior to burial 


21. 1 certify that (I) (this hospital) attended the deceased from.......¢ 0 3Q..ccccccger 1" Ses SS sun 1903:, that (1) (we) last 

saw the deceased alive on........ 12-3 ie 19.3, and that death occurred Wit) F ins causes and on the date stated above. 

22a. SIGNATBRE ~ J 22b. DATE 
oe coe eee me titcror AWE pEDecenber 3, 1969" 


2c. PHYSICIAN'S E : 
NAME (Typ?) Antonius Glahn, a. 


23b, DATE THEREOF 


~ 


230. BURIAL, CREMATION, 
EMOVAL (Specify) 


death, Page 4 may be retained by the hospital or attendin: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re 


TO FUNERAL DIRECTO: 


GISTRAR | 2Sb. REGISTRAR’S SIGNATURE 


1943 [only Veda 


INERAL DIRECTOR'S SIGNA: 


peat 


YR AIS (4) 
20M $-63 \& 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


\\ 


DIRECTOR 7 pays. 


el 


M.D. 


GI MA STIY 


23b. Dy TE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 


j 2 26/69|\ 4740, valent [Balt 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 'D 8Y REGISTRAR | 2Sb. 2%, Be 'S SIGNA} Maud 


wee Dinbae, Pose. 1221 Ayrnn lf. ea oe 
eR gies Peres Spat 


38. BURIAL, CREMATION, s. os fy (city, town “Uh. i 
REMOVAL (Spacify) 


\ Bu rte) 


? BT a ca zis CERTIFICATE OF DEATH 
J se _— 
= 8 }}. PLACE OF DEATH 2. USUAL RESIDENCE (Whare dacaosad lived, If Institution: Rasidance bse ‘edmissiop) 
oom ¢ eR obd.- tess 
oe £6 = ». STATE 1) b. COUNTY 
§ ke ____manvianp | arya nol. Balhmerse. 
=, “oF B. BR OAL. corporate limits, «. LENGTH OF STAY IN tb ¢. CITY OR TOWN {It Auiside Corporate limits, writa RURAL and give nesras! own) 
~~ Fas ess and al rest town) 
wae Z Months Lh tus pO X 
EN; wt MM Zh —_ ~ ‘ 
£ 38871 d. NAME OF Ua R es (if not in hospital, give street address) d, STREET ADDRES 1S RESIDENCE 
= 38 | ON A FARM? 
3 2a4 j 
@ = Ce \be pros ifebhurYrirg Rl ves) NODE 
2 SS, [3 Nameor =i 9 | 4, DATE ~ Ment Day Year 
53 an Bevoronm) OF 
e ges Types cr eA ’ Stan L tone ber 2219 68. 
©) Sane eee |S. COLOR OR RACE 8. DATE OF BIRTH 9. AGE {In yeors | IF UNDER 1 YEAR| tf UNDER 24 HR: 
g 7. MARRIED [_] NEVER MARRIED (iz! 
8 yet lag birthday) |jonthal Days roa Mi a 
Hy Months| Deys | Hours | Min. 
= cd CMdle Wy G,_| wows I oivorcen [] Tul, Z S68, yrs. 
8 (5 Be Oa, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY IRTHPLALCE np &S Wa or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
= 9 go done dysing most of working life, avan if retirad) fa) 
i = > . 
8 382) | Peysewore  \OwnHome Maryland tate 
. ose 13.” FATHER'S NAME | 14. MOTHER® EN a.nd 
= ons 
2 S22 U io! 
ase nk hown. = Cf y be 70 4 = at 
o See iB WAS Pee Oe IN U.S, ARNED FORCE | 16. SOCIAL SECURITY NO.) 17. Lease Address 
& 328 fas, ng, or unkown) | (Ifyas give warordelasofsarvica| 
E222 ae Fae E Ni Jdced Vanll lken be rep 1320 Subp h hacde f Lge 
=eTeo 18. CAUSE OF DEATH [Enter only one causa per line for 4 : . * EEN 
aS >E& WV Vi at fe} 
ois5 PART I. DEATH WAS CAUSED BY: fd o Z = 
32ya IMMEDIATE CAUSE (a)_ A y =. = 
grees . 7 = 
faazg ¥ DUE TO 
ao 8 f 
zecs E Conditions, if any, which (b) , 
TUss gave rise to immadiate cause = 2 ~ - 
2g225 rt 
“£2 nes (9), stating the undarlying DUE TO 
td eng couse last. i 
sri os eee {c) 
hs gra Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(9)| 19. WAS AUTOPSY 
meSeo 2 a ERFORMED: 
Bee es Rf YES, ia no 1] 
meets & | 20s. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Entor natura of injury in Part | of Port Il of itam 18.) ee ai 
tal a = 
Reudo & | OF CONTRIBUTING [} CAUSE OF DEATH 
acs © | (IF EITHER, NOTI MEDICAL EXAMI ‘] 
ee == —= = 
ORs 3 2 % | 0c. TIME OF INJURY Month, Day, Yaer | 20d. INJURY OCCURRED | 20s. PLACE OF INIURY (Home, farm, } 20% (City or town) (County) (Stata) 
Bus ae 3 ete aka While __ Not Whila factory, streat, offica bldg., ete.) | 
Be ae ° 4 aN, 19 at work [_] st work } 
a - 
= a 
FI e082 . I certify that (I) (this hospitel) attended e d ed from:....%, AAD... 19. a, that (1) (we) last 
Ee.) use saw the deceased alive gn... ALE. (eae and that death sin ea from the causes and on the date stated above. 
mre es 22 REP, eo. 22b. DATE 
OfRee a STAFF SIGNED 
Aw ® 
At 9 = 
q 
2 < aL 
Hon oe 
wa SF, 
& ah 
62538! 
oho 
o & 
ovoud 
a 


MARYLAND STATE DEPARTMENT OF HEALTH 
ovineny TATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


a 


$2 CERTIFICATE OF DEATH 1 5 2155 
g 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased livad, If institution: Residence belore edmission) 


@. COUNTY 


<¥) 


14, MOTHER’S MAIDEN NAME 


Ephriam Smith Ida M.Eyler: 4 


s 
a) 
Fd e. STATE b. COUNTY 
3 
3 & Carroll MARYLAND M arroll Ps 
= ts S 3 b. cry OR TOWN [if outside corporata limits, c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporete limits, write RURAL end give neerest town) 
a c— 8 Wi RURAL end give neerest town) x 
=£ 33s | — Days’ Rural-- Finksbur a 
= 2 al d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give sireef address) d, STREET ADDRESS g eS asi 
= cee ONA FA 
>. 
3 392 64, _gGarroll County General Hospital |/ ReaD. # 2 Box. 2944 __ | RL NO RT 
Pace an 3. RRS) aes Middle Last 4 iene Month Dey Year 
3 
g § ae (Type or print) SAMUEL Ez. Surry | SEATH ;u 17 19 ES 
o¢e L 
r 285 5. SEX - COLOR OR RACE)7. MARRIED Tavern MARRIED [_] | 8» DATE OF BIRTH 9. AGE (In yoors La URza) EURO LL 
a ~~ lonths eys jours . 
gc oF Male | wipoweD [_] Divorce [“] yes | a | 
Pa ‘Ss oe We, USUAL OCCUPATION (Give kind of work JOb. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
=~ oe § done during most of working life, even if retired) | 
§ 427 | Retired Farmer Farming Carroll Maryland | _U.S.A. = 
£ 8. 13. FATHER’S NAME 
o 
3 
@ 
3 
3 
= 
” 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17. INFORMANT ‘Address 
Bt or unkown] | (Ifyesgivewerordatesof service) 2 * 3 #2 
° /3-24-S¢el|_Mrs,kddie C.Smith Same as 
18. CAUSE OF DEATH [Enier only one couse per line for and (ec). aS. — ¢ : = “| INTERVAL BETWEEN 


ONSET AND hd 


ra OAT Sette Me Yocte® 1 AL WEMCCTIO nN” 


DUE TO 


Condiions, Hany, which) yy) CC eRy Tirbomepirhy . 
geve rise to immediste couse 
(a), stating the underlying ( DUE TO 


Ce ene Po FRTER1C 5c LVR08 1's KY PERIEWSI ON) 


be filed with the State Dept. of Health prior te burial, cremation, or removal, an: 


wes 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending 
director, page 3 should be detached for use as the burial-transit permit. Then pl 


. 
£ 
= 
= 
° 
2 
i 
EA z PART il, OTHER SIGNICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED To THE TERMINAL DISEASE CONDITION GIVEN IN PART Tiel, 19. WAS AUTOPSY 
BE S ed P 
38 S|QUABETES Meliitos CAR CINE BR OF StEKeeD vs C60 
= | 20a. ACCIDENT WAS UNDERLYING 1). | 206, DESCRIBE HOW INJURY OCCURRED. (Enier nat Part | or Pert Il of item 1B.) - _ 
E's & | oF CONTRIBUTING L] CAUSE OF DEATH Rema raiurotct Injuryin pecuiser ents ot wer 
a G | IF EITHER, NOTIFY MEDICAL EXAMINER) 
ee) = zm = 
a> < | Zoe. TIME OF INJURY Month, Dey, Yoer _) 20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, farm, | 208. (City or town) (County) (Siete) 
Ae 3 eur ara While __Not While factory, siraal, office bldg., ete.) | 
as = p.m. 9 jot work et work } P 
o 
E 5 . | certify that (I) (this hospital) attended the deceased from. 1S, 10:22 S00 Lisosss , 192.2, that (1) (we) last 
a — 
a> saw the deceased alive on..../ 2... ARI. 2.2, and that death occurred ees aM. from the causes and on the date stated above. 
O€g 22a. SIGNATURE ae 22b. DATE 
ay . mo. | PHYS. PX paecror [J ents) /2-/F ~ 63 
Ee Te, PHYSICIAN'S WY W ? i 
NAME {Type} 
a WS MIP KID kid 
a AWS WIP ae. 
is 23a. BURIAL, CREMATION, | 23b, DATE THEREOF 23¢, NAME OF CEMETERY OR CREMATORY 23d. LOCATION ee on er county) (State) 
ov 
=) 


Buriat” | Dec.21.196% Evergreen Memorial | Carroll Co. Md, 


24 FUNERAL DIRECTOR’S SIGNATURE ADDRESS 25a. REC'D BY Penix ls Stayt 
BERS 


C.M.Waltz Box 24 Sykesville, Mde is 


VR AIS (4) 
20M 5-63 


DATE 


Nt 


er death. Page 4 


y 


& 


lled in by the funeral director, 
Poges 1 and 2 should be filed with 


Then pleose remove carban popers. 


IDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 hot 
haspital or attending physician. 


& 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician ond campletely 
the registrar priar to burial, cremation, or remaval, ond in any event within 72 haurs ofter death. 


page 3 shavid be detoched for use as the buriol-transit permit. 


“Uo 

Oe 

aod 

re 

Eo 

6° 

zo Ny 
io . 
F y) 
Vs Als (4) 


1SM 9/SB 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
14827 CERTIFICATE OF DEATH sg: tui do SUE 


i en 2, pele RESIDENCE (Where deceased lived. If institution: Residence before admission) 
oF 9. STAI b. COUNTY 
Carroll OTILAND Maryland Carroll 
b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 


RURAL ond give nearest town) 


28 years || Mt. Airy 
d. ea dia (IF not in hospitol, give street oddress) yd. STREET ADDRESS e. A ee er 
OR INS of 
RD. #4 R.D. # & ves] no 
3 Rete oe First Middle Lost 4. Aaue Doy Yeor 
{Type or print) PAUL SNYDER DEATH 163 
5. SEX $. COLOR OR RACE |7. MARRIEDJe] NEVER MARRIED [7] |B. DATE OF BIRTH 9. one IF UNDER 1 YEAR| IF UNDER 24 HR 
lost birthdoy! Months! Day H M 
Male White |wicownt  ovorctoO | Febe 12 1907 boreal | alle 


‘100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 


11, BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


armer - Farming Maryland U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
William E. Snyder Minerva J. Rippeon 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
(Yes, no, oF unknown) IIE yes, give wor or dates of service) = 
19-20-2216 


No Mrs.Viola Snyder Same as # 2 


18, CAUSE OF DEATH [Enler only one ng line for (o}, {b), ond (c)-] c= Cay ee 
PART |. DEATH WAS CAUSED BY: Ts 
IMMEDIATE CAUSE (o} v (tims) igs Leles 
f DUE TO, F 
uy r, > / { = 
- 
Conditions, if any, which ab tfc 5 OE Re RES SOA bed 


gove rise to immediate 


couse (0), stoting the under. | OVE TO 

lying couse last. to 
5 Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) |19. WAS AUTORSY 
= 
$ yes(] No 
= | 200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
f& | OR CONTRIBUTING L] CAUSE OF DEATH 
© |(IF EITHER, NOTIFY MEDICAL EXAMINER) 
& |20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (State) 
ray Hour 0. m. While Not airs foctory, street, office bldg., etc.) | 
= p.m. 19 Jot work [[] of work 


that | “3 ded the oo from/ View, f © AVIARY VOMARES Fee | that | last saw the deceased 
alive r} Dis ae eee » 19h oF. and 'y t death“accurred at_. _M, fram the cases and an the date stated abave. 


ad. | lo ADDRESS (Street, cilplorj town, pote) DATE’sIGNet 
ACTU, ; y 
SIGN: 2; MOD. . ve 7 Ia 


2, thé 


Zid, LOCATION (City, town, or county) (Stote) 


220. BURIAL, CREMATION, | 22b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 


REMQYAL (Specify) 


23. FUNERAL DIRECTOR'S SIGNATURE 


C.M.W 


ADDRESS 


24a. REC'D BY REGISTRAR 


or DEC 1 6 19 


‘2db. ba ae ale 
teat lrg eed, pa 


ii a 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 15308 


PLACE OF ah 83 23 a. 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission} 


e. COUNTY Sees e. STATE b. COUNTY B ee 
“MARYLAND VAR Tis as CT emer, at 
B. CITY OR TOWN (if outside corporete limiis, c. LENGTH OF STAY IN Ib c. CITY OR TOWNAl outside corporete limits, write RURAL end give poorest town) 
write RURAL end givepneerest : W774 a 
“TM aw th, tae Olea Ticks 4 


24 hours after 
in by the funeral 


d. NAME OF HOSPITAL ‘OR INSTITUTION (if nol in ) pitel, give street eddress) “d. STREET ADDRESS e. IS RESIDENCE 
: ON A FARM? 
V ALS — ses aa YES [allo oO 

OF First 4 


5 Middle bs | 4, DATE Month Dey “Yer 
DECERSED 


(Type or print) reve h ae rice Spa rls | Beara Le 5, 963 


3. SEX |6. COLOR OR ea MARRIED [_] NEVER MARRIED [_] | 8 DATE OF BIRTH (9. ASpU IF UNDER 1 YEAR Wa zs 
jours | in. 


4 -_ Months| Deys 
M og. W wivowe [g- vivorceo [7] Meee oh Be (s7S 5 aa | 
Tos. USUAL OCCUPATION (Give kind of work) 1Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTH KE County & Siete, ot foqeign copntry) | ¥2. CITIZEN OF WHAT COUNTRY? 
done during most of working life, gven if retired) Pushes Ce aa. 2 
ee hy ee see ec ) % tu ull ¥ ee oO i HAA od, if Cahgr pea 


y filled 
bon papers. Pages 1 and 2 sho 


‘ian and complete! 


transit permit. Then please ramove cai 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after death. 


13. FATHER'SNAME “14. MOTHER'S MAIDEN NAME 


eee ee) A cf ee RS Stes 
Pane hs Sas IVER INU. MA ARMED we 16. SOCIAL SECURITY NO.| 17. heal ee M ¢ awk, i a 
25, no, or unkown) | (Ifyesgiveweror dates of service! Ww 
1 29-6974 Ws ne 5 Cethery Pe eae 
==" BETWEEN 


(2 
18. (CAUSE OF DEATH [Enter only one cause per line for fe), (b), end (c).] INTERV A| 


- ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: Caw 2 fbus ee ae Pee, 
IMMEDIATE CAUSE (e) CLs ae it U. eae Be ‘ey aise = 


Ar | DUE TO 
Conditions, if eny, which {b) 
jo Immediete couse / 
(e), steting the underlying 
couse lest, — f 


DUE TO 


The law requires that the death certificate be executed 


ficate has been signed by the attending physici 


retained by the hospital or attending physician. 


2 
. 
3 
2 = —— = 
Zoes z rie Tl. OTHER pais CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART lle) | 19. WAS AUTOPSY 
= a Oe 
Beers OS Aeotl gp wrotidl 2 is Ee 
255 = bbws ACCIDENT WAS UNDGQLYING [] | 20b/ DESCRIBE HOW INJURY OCURED, (Enter neture of injury in Pert | or Per! Il of item 1B.) 
ia} 5 & | or CONTRIBUTING [] CAUSE OF DEATH 
meze & | UF EITHER, NOTIFY MEDICAL EXAMINER) 
= 2 = = — = = — 
UFs2 § [20 TIME OF INJURY “Month, Dey, Yeer | 20d. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm, | 208. (City or town) (County) {Siete} 
Suey > ficne ate While __ Not While factory, street, office bldg., ete.) | 
Ss <3 *E pom. 19 et work et work | 
a 
Heos . 1 certify that Ahis hospital) attended the deceased from. , ay’: « 1963.2, that (we) last 
Bre 
C4 os saw the deceased alive on.bdteden 19. 63. and that death foccured at 113g! Hom in the date stated above. 
m2 22a, SIGNATURE | 2b, DATE 
a’ ATTENDING STAFF SIGNED 
aa? l ere __ mo. | PHYS. ol biRecToR 2 Pays. 
Ho ‘ =4 
Soma le. PHYSICIAN'S 22d. ADDRESS 
Hoes NAME (Type} 4 [e* il 
Pedi WwW H FoAr 0. ABS 
2 
ge 5 2 \\ ]23e, BURIAL, CREMATION, | 236. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY “Dy peel ea town or = (Stete} 
$ OVAL (Specify 
o* os wae / a/ 4U/4764 — La 
Lana REC‘ REGISTRAR’S SIGNATUI 
vr AIS (4) 24, FUNERAL ras Le URE 2Se. REC'D BY cL hates 2b. $ SI 
15M 9, hirles btnreblrolla_, 12 
5M 9/60 5 DATE 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, eer 


14829 CERTIFICATE OF DEATH 


s 
a | = =& 
Pas 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceased livad, If Institution: Residence belore admission) 
2 i a. STAT b, COUNTY, j 
34 Carroll MARYLAND ‘Maryland Baltimore City ‘ 
>hs b. CITY OR TOWN (il outside corporate limils, c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (Il oulside corporate limits, writa RURAL and giva naorast town) 
~~ 
a) writs RURAL end give naerast town) t 
£ 38S —, Sykesville 3mo.19dys. Baltimore __ = Peas va 
< 23- d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give stract eddress) d. STREET ADDRESS @. 1S RESIDENCE 
Ba 5" ‘ON A FARM? 
@ 3 Se |__Springfield State Hospital _ bus E, 20th Street ves [7] NOjbg 
2 sha = a D eae, ol 
: 3 gh 3. NAME ¢ oF Fist Middle Month Day Year 
z §.2— {Tyeser prin) BOYD FAULKNER seasas BERTH December 27 19, 
2 pe a SEX $. COLOR OR RACE 7, s4aRRiED [] NEVER MARRIED [] | ® DATE OF BIRTH Sie AGE {in yaar (IF UNDER 1 YEAR| TF UNDER 74 HRS. 
= 4 ithdey) |"Months| Di H “in. 
3 5 35 Male White winowen[] _ivorceo | 12-23-1877 Bom | | peilyes nasi git 
actos Wa. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stale, or foreign country) | 12, CITIZEN OF WHAT COUNTRY? 
= SE > done during most of working life, even if ratirad) 
8 ges Farmer (retired) West Virginia UsSahe 
¢ age 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
= ed 
 wac G 
Ro tan John W. Spriges Elizabeth Colt 
2 £383 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT — (Address 4 
= rie (Yes, no, or unkown) | (Ifyesgivawarordates ol service) 
2.228 Oe ail unknown Records, Springfield State Hospital 
geszes 18. CAUSE OF DEATH [Entar only one cause per line for (a), (b), and (e).] a ao “INTERVAL BETWEEN 
e255 ONSET AND DEATH 
Sep ae PART |, DEATH WAS CAUSED BY P 3 A 
gates wmneniate cause io) Arteriosclerotic cardiovascular disease pies: je 
i 2 re, jl 
32 a z $2 / DUE TO 
Sagas Conditions, if any, which #)_Generalized arteriosclerosis yrs. 
£5 ks gave risa to immadiata cause = — * ae lad in 
Cae {a}, stating the underlying (- PUETO 
causa last. 
acta {c) 
F PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)| 19. WAS AUTOPSY 
6 4 5 Ts oS . 5 PERFORMED? 
% Chro ¢ brain syndrome with cerebral arteriosclerosis with psychotic ves [] No Lt 
= [200, ACCIDENT WAS UNDERLYING jury i Tem 1 “ wi 
S| aecan ie Se neeE ee G,, | 20b- DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 
& | (F EITHER, NOTIFY MEDICAL EXAMINER) 
3 20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 206, PLACE OF INJURY (Homa, ferm, | 208. (City or town) ~~ (County) (State) 
Fay Hour a.m, Whila Not While factory, street, offica bldg., atc.) | 
2 ee 19 at work [_] at work = 


21. 1 certify that (I) (this hospital) attended the deceased from. 2-8 = ae 727: 63... way that (1) (we) last 
saw the deceased alive on..... 12-27-63 Lee eaile (bP 4 . and that death occurred af... 23 Pa fhe causes and on eh date stated above, 


Clb 22b. DATE 
Z of) Cen ATTENDING STAFF SIGNED 
fee S é MD. imi DIRECTOR (7 pays. 12-27-63 


Pe. PHY a 3 ; 7 ADORESS Springfield State Hospital 
i ope Be, 25 val) ) es Sykesville, Maryland. 


23a. BURIAL, a 23b. DATE THEREOF ee NAME OF CEMETERY OR CREMATORY -” LOCATION (City,.town or county) Steve) 


13, 0/63 CVenT Cpa GREAT Gyedled, _\) Va, 
ways DIRECTOR'SSI 


was -G. (Beery, Se Ui as 5 We , i De e SHAG fm lac tgs. 25b. REGISTRAR'S SIGNATURE 


death. Page 4 may be retained by the hospital or 
be filed with the State Dept. of Health prior to burial 


TO FUNERAL DIRECTOR: After this certificate has been si 
director, page 3 should be detached for use as the burial-frai 


TO HOSPITAL OR ATIENDING PHYSICIAN: 


VR AIS (4) 
20M S-63 


6’ funeral, 
ould 


papers. Pages 1 and 2 sh 
in 72 hours after death. 


mpletely filled in by thi 


Then please remove carbon 


e attending physician and co 
ept. of Health prior to burial, cremation, or removal, and in any event, wil 


director, page 3 should be detached for use as the burial-transit permit. 


be filed with the State D. 


eae 


¢ 


death. Page 4 may be retained by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
TO FUNERAL DIRECTOR: After this certificate has been signed by th 


VR AIS (4) 
20M $-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION “fabian RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
148 CERTIFICATE OF DEATH 753 Li 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Whore dacaased livad, If institution: Residance bafore admission) 
a. COUNTY a, STATE b. COUNTY 
Carrol] _ ae eet ee Maryland Baltimore City — — 
b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, writa RURAL and give neares! Yown} 
writa RURAL and give nearest town) 
Sykesville lyr .1mo.18d; | Balbamore: 5 | 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give stree! addrass) d. STREET ADDRESS ‘ RESPEN GE 
IN A FAI 
Springfield State Hospital _ x 506 N. Howard St, _ | ves [] No Gq 
3. NAME OF aoe geen Middle — olat———~—“‘dS AS ARTE Month Day Year 
phair ea OF 
ype or print) DEATH 
: MANUEL (NMN)  STAVRAKIS December 18 _19 6 
5. SEX 6. COLOR OR RACE|7, aRRiED [] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In yaars |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
: fast birthday) |“Months) Days | Hours | Min. 
Male White wibowen [_] bivoRcED [_] ales -0) yrs, 


Oa. USUAL OCCUPATION (Give kind of Work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stata, or foraign country) | 12. CITIZEN OF WHAT COUNTRY? 
dona during most of working life, avan if ratirad) 


Restaurant Work _ ~--=- Greece Alten / 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Unk. nke < bs 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO,| 17, INFORMANT Address 
(Yas, no, or unkown) | (Ifyasgive warordatesofsarvice) 
M0 ap) enn 236-01-2383 | Records, Springfield State Hospital see — 
1B. CAUSE OF DEATH [Entar only one cause par lina for (a), (b), and (c).] Aah reacts iL 
PART I, DEATH WAS CAUSED BY; Z 
IMMEDIATE CAUSE (e)_ _Uremia = : __._|_w._eeks =) 
wing, 2 ~ DUETO 


Conditions, it any, which o)_Chronic glomerulonephritis > | years _ 


gave rise to immadiata cause 
(a), stating tha undarlying Paz tie) 
cause last. (e) 


F3 eae! SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1a) 19. wee 
2] Acu rain syndrome associated with circulatory di ‘b 
3 ypertension) ry disturbance (arterial ves F] NO 
= eons ONTREOTING £2 ORES TS 20b, DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury in Part { or Part Il of item 18.) 
Pa 
G | EITHER, NOTIFY MEDICAL EXAMINER) 
3 | 20c. TIME OF INJURY Month, Day, Yaar | 20d. INJURY OCCURRED | 20e. PLACE OF INIURY (Home, farm, | 20%. (City or town) (County) (Stata) 
= Hourhaim: While __ Not While factory, sireat, office bidg., ate.) | 
= 2s rT jal work at work ! 

21. I certify that (I) (this hospital) attended the deceased from... LOm30~62 at 2 19... , gto. Bor » 19.....2, that (1) (we) last 


saw the deceased alive 00. AONB AB. cess Qosraesne and that death occurred at2 2h ; from the causes and on the date stated above. 


22a. SIGNATURE sf > te 22b. pple 
itd C1 frAbeK u0,\WEO vor oy 12-28-43 
CA. Ze i 12-18-63" 


22c. PHYSICIAI 


5 pad. ADRESS “Springfield State Hospital 
ae eee Bi 8 Sykesville, Maryland 
23a. Pena Meme ida 23b. DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
Brae \r-2>-63 | CREEK Ok redox CEMeoY BALT/ COR 7, /URMO 
24 FUNERAL DIRECTOR'S See ADDRESS br REC’D BY REGISTRAR 2Sb. PECIRO AES: AGHATURE 
Vecheakuadl. J lsTbarwe’ , B22! EASTERN AVENE ae 20 1963 ovlig Judge. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


a f 91° 
se |__ 14823 CERTIFICATE OF DEATH 15342 
S iM 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera daceased lived, If institution: Residence before edmission) 
q eee ©. STATE b. COUNTY 
Bog MARYLAND Maryland Carroll _ 
zee b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN 1b ¢, CITY OR TOWN (If outside corporate limils, write RURAL and give nearest town) 
= s, writa RURAL end give neeres! town) x 
z#% \|-Rural ___ Sykesville 15_Years ||“\ Rural Sykesville +i 
22a YX] dl NAME OF HOSPITAE OR INSTITUTION (if not in hospital, give street address) | & StREET ADDRESS @. 1S RESIDENCE 
ea § “A R ON A FARM? 
ae Re Bz, d ves [_] NO ms 
=a ad.be—Rock Hoag White. Rock Rea Janeth 
= Ba 3. N. A First Middle 4 ieee Month Dey aera 
aR DECEASED 
Sc= (Type or print) : ouise Unger DEATH Z 19 
wae 5. SEX 6 COLOR OR RACE|7, maRnieD [A NEVER MARRIED [-] | ® DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 6 IF UNDER 24 HRS. 
§ 8. Wi last birthday) |"Months| Deys | Hours | Min. 
= Female White | wow] — vivorceo [] =j=7924 39 yn. | | 
3 Te. CCUPATION (Give kind of work | 1Db. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (County & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
= done during most of working life, even if retired) 
= : 
s L.P.N. Nursing Maryland | U.S.A. 
s 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Uv 
= Elsworth Skidmore Marie Mayhew _ . =: E 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT ‘Address 
fes, no, or unkown) | (Ifyas givewaror datas ofservica) 
aE *. Paul Unger _ Sykesville, Md. 


PINTERVAL BETWEEN 
ONSET AND DEATH 


/18. CAUSE OF DEATH {Enter only ona couse per line for (i 


PART |. DEATH WAS CAUSED BY; 
IMMEDIATE CAUSE (e) 


(8), f wl 
DUE TO 


Conditions, if eny, which {by é C E : es ee Soo 
geve rise to immediele cousd™ } 

(a), stating the undarlying 
cousa last. 


DUE TO 


{e) “—_ —== 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(6) 


Ww “WAS AUTOPSY 
PERFORMED? 


yes [] No 


20a. ACCIDENT WAS UNDERLYING [] 
OP CONTRIBUTING [3 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, make INJURY OCCURRED 


2b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Part | or Part II of item 1B.) 


2De, PLACE OF INJURY (Home, ferm, : 
fectory, street, office bidg., atc. i ! 


eB fons a rm oF 10... (Pf. Gdecoan (!) (we) last 
occurred ab, 7M, from the causes and on the date stated above. 


22b. DATE 


DIRECTOR oO Pats, Oo 2/, p2 LOMA aie, 


20F. (City or town) (County) “(State) 
Hour a.m. While Not While 


ot at work [_] at work [_] 
|. I certify that {I} (this wey tended the deceased from, 

saw the deceased alive on. BL. £é $7) 

22a. TURE s 


22e. PHYSICIAN'S é a2 =. 


NAME (Teel Dn Wm. EB. Martin 


23a. BURIAL, CREMATION, 
y ar (Specify) 


Dy 24 F a DIRECTOR'S ner 2 ene RESS 
YR AIS (4) Us 
20M S-63 wi NM 


MEDICAL CERTIFICATION 


1 


Zad, LOCATION (Cily, own or eounty) (Stete) 


25a, REC’D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 
IDABEL J Ponisi 


236, DATE THEREOF bea NAME OF CEMETERY OR CREMATORY 


TO FUNERAL DIRECTOR: Atter this certificate has been signed by the attending physician a 
director, page 3 should be detached for use as the burial-transit permit. Then please remove cai 
be filed with the State Dept. of Health prior to burial, cremation, or remg¥ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
death. Page 4 may be retained by the hospital or attending physician. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


fm. go CERTIFICATE OF DEATH 910 
5 PB \ Se = P5238 
mt ‘S °° } 1, PLACE OF DEATH || 2, USUAL RESIDENCE {Where deceased lived, If Institutlon: Residence before admission} 
. S& e. COUNTY e. STATE b. COUNTY 
5 ga Carroll = MARYLAND Maryland Montgomery 
a Fe we. b. CITY OR TOWN (if outside corporeta limits, | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporeta Timits, write RURAL end give neerest town) 
Sea writa RURAL and give neerest town) 
te Sykesville Ayr.2mo.16dys -||__ Chevy Chase = th x 
& 3 3 d. Nate OF HOSPITAL OR INSTITUTION {if not in hospitel, give street eddress) ~d. STREET ADDRESS Rae s 
= =9 
2 _Springfield State Hospital 13 Magnolia. Jarkuay. __| ves [] no &] 
Lee NAME OF | First ~ Middle “Last ‘Month Dey Yeer 
3 a . 
Owe Se ene MABEL Hayden VOnHEIN DEATH December 30 19 63 
x a 3 = = 
Seats: 5. SEX 6. COLOR OR RACE) 7, maRRieD [5] NEVER _ [| & SATE OF set 9. AGE (In yoers [FF UNDER T YEAR| IF UNDER 24 HRS. 
g pez “a birthdey) |"Months| ‘Days | Hours | Min. 
oo 882 Female White wiowep[] pivorceo]| 7-5-1883 yes. | | 
6 se? We. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR et Tl, BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
vy 2 
= 38 3 done during most of working life, even if retired) 
§ 382 Housewife : Maryland rid UeSeAe_ 
ao 13. FATHER’S NAME 14, MOTHER’S MAIDEN NAME 

£ oR 
$ $22 Oscar Hayden : Catherine Maddox _ 
Pm rt 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
£ 32 3 (Yas, no, or unkown) | (Ifyesgivawarordetesofservice)| 
z 2" 8 no Unknown _Records, Springfield State Hospital 
= suze 18. CAUSE OF DEATH [Enter only one eauso per line for (e), (bj, and(e.]—=—=S*~*~<CS INTERVAL BETWEEN 
Soasy PART . DEATH WAS CAUSED 8Y, SINIET C2 ti 
Sy as IMMEDIATE CAUSE le) _Hypostatic bronchopneumonia _ pe | 2 cays SS 
2a538 4) aA DUE TO 
32288 Conditions, if eny, which 
85525 en eee => ——— ——— 

Soa gave rise to immediate ceuse 
= ss ae (a), steting the underlying (| CUETO 
pe couse lest. le) 
me He 3 is Chr OTHER aN CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Na) 19. WAS AUTOPSY 
Hesse 5 onic brajn s eevee. associated with cerebwl arteriosclerosis 
Beee5¢ |$|_ with ps MS ic eaction. ‘51 NEON 

aot pale a © 20a. ACCIDENT TN Thee 1 [{ 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part for Part Il of item 18.) 
Bezd |§ |e couunme di chur oro 
ates & | UF EITHER, Ni ic } 
vases x 2Dc. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED | 200. PLACE OF rey (esee toed | 20f, (City or town) (County) . {Stete) 

be 5 H iat Whill Not Whil: factory, streat, office bldg., ate. 

Be<ge [ei = ase Rea EES 
ws a 

cO8o SARS 1 V9 ..c.4, that (I) (we) last 
ByRta by 4 
K8o3 2 saw the deceased alive on.. 1an3.0-63, ike , and thal death occurred gb hk i causes and on the date slaled above. 
-=e-4) 22a. SIGNATURE 22b. DATE 
Ofn" ATTENDING MED. STAFF IGNED 
a= Deon C = cient Le Ci, mi) mp. | PHYS. =] Director [[] PHYS. Xf] 12 -30-63 

om OS a ‘22d, ADDRESS 
K 38 23, Eee 3 - ‘ Springfield State Hospital 
a Bey! gustin del Campo, M.De de Sykesville,..Maryland 2c 0ccccccj0 
Ree ge Zan sRURIAL CREMATION ][29b, DATE THEREOF ‘23. NAME OF CEMETERY OR CREMATORY lees oe Ge bee or “Egunt (tere) 

2 REMOVAL (Specify! s Co 
gprs el 1/1/64, Christ io BA) Chureh Zz bf 
24 FUNERAL DIRECTOR'S SIGNATURE 2901 1th Set & Al REC'D 8Y REGISTRAR | 25b. REGISTRAR’S SIGNATURE 

vas un\| The S.H. Hines Company AN3 19) 


20M 5-63 


pen ee 


ral 
id ould 
a 


within 72 hours after deat! 


J completely filled in by 
n papers, Pages 1 a 


Then please remo¥e carl 


jician. 


I-transit permit. 
|, cremation, or removal, and in any feven 


as been signed by the attending physici 


director, page 3 should be detached for use as the burial 


attending physi 
be filed with the State Dept. of Health prior to burial, 


death. Page 4 may be retained by the hospital or 
TO FUNERAL DIRECTOR: After this certificate hi 


5 
‘a 
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oo 
= 
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=, 
‘3 
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o 
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2 
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eS 
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a. 
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ae 
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Oe 
cu) 
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co} 
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34 
Ay 
a 
ce} 
c 
° 
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VR AIS (4) 
20M_S-63 
war) 


MARYLAND STATE 
DIVISION OF STATISTICAL RESEARCH AND RECORDS 


CERTIFICAT 
1 makes 


a. COUNTY 
Carroll MARYLAND 


13. NAME OF First 


b, CITY OR TOWN (if outside corporate fimits, | ¢. LENGTH OF STAY IN 1b 
writs RURAL and giva nearest town) | 


__ Route #2 Keymar 


TMENT OF HEALTH 


a. STATE ~ b, COUNTY 


Maryland ____Frederick_ 
<. CITY TOWN (If outside corporate limits, writa RURAL and giva 


(0X 


_ Sykesville __ —<liyrimolidys . 
iE OF HOSPITAL OR INSTITUTION [if not in hospital, give street ads iress) 


™ eee ld State Hospital : 
DECEASED eR ae, 
(Typa or print) 


DESSIE 


5. SEX [6 COLOR OR RACE|7, MARRIED [_] NEVER MARRIED [] | 


Female White WIDOWED pivorced [7] 


JOSEPHINE WAGNER 


“8, DATE OF 8iRTH 


6-16-1887 


d. STREET ADDRESS a an RESIDENCE 


ON A FARM? 
no[] 


———— 


74 DATE Month “Day 


Dena December 25 
9. AGE (In years | IF UNDER 1 YEA\ 
last birthday} Monta) Dave 


Cae 


19 63 
IF UNDER 24 HRS, 
Hours | Mi 


ousewife/Factory worker 


Wa, USUAL OCCUPATION (Giva kind of work 
done during most of working life, evan il retirad) 


1Ob. KIND OF BUSINESS OR INDUSTRY 


12. CITIZEN OF WHAT COUNTRY? 


US 


M1, BIRTHPLACE (County & State, or foraign country) 


Maryland 


13. FATHER'S NAME 


George William Rodgers 


14, MOTHER'S MAIDEN NAME 


Margaret Mort = 


16. SOCIAL SECURITY NO. 
niknown 


ye tor (a), (B), and (e).] 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
bin? no, or unkown} | (Ifyesgivewarordatasotsarvice) 


18. CAUSE OF DEATH [Enier only one causa p 
PART I. DEATH WAS CAUSED BY: 


FL0 
Conditions, if any, which 
gave risa to immediate cause 


{a), stating tha underlying 
causa 


_vameDiate cause fe) Bilateral bronchopneumonia due to aspiration 


DUE TO 


DUETO 


17, INFORMANT 


Records, Springfield State Hospital 


| Mitral valve insufficiency 


Address 


INTERVAL BETWEEN 
ONSET AND DEATH 


Days 


Years. 


Years_ 


‘)_ Rheumatic heart disease ro 


eeybe ne 


PERFORMED? 


YES Bd No Oo 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN tic on{ 19, WAS AUTOPSY 


tepplerosis with psysheghe 


SrEe bra 
Re A cae “on ante 

R CONTRISUTING [1] CAUSE OF DEATH 
(ie EITHER, NOTIFY MEDICAL EXAMINER) 


salts eas 


sphie FE: 


jure of injury in Part | or Part Il of item 18.) 


20c. TIME OF INJURY 
Hour a.m. 


om ane 


Month, Day, Year ‘20d. INJURY OCCURRE” 


Wile’ Not While 


work [~] at work Val 


MEDICAL CERTIFICATION 


at rary. that (I) (this hospital) attended the deceased from... 11-16-62... 


, and that death occurred “Orla 


saw the deceased alive on. 03. 


200. PLACE OF INJURY (Home, farm, | 20f, (City or town) 
factory, straat, offica bldg., ate.) | 


Springfield State |Hospital, S cori ta ‘Land 


oe (State) 


ct Wanngey 10-1225 mE Zooey 19.....2, that (I) (we) last 


the causes and on ie date stated above. 


22b. DATE 
ATTENDING. MED, 
PHYS. 


pirector [-] PHS. 12-26-63 


22d. ADDRESS S 


pringfield State ¢ Hospital 


ain ee M.De_ 


jz. BURTAL, CREMATION, oy DATE THE ye 
unoval {Specify} 


F CEMETERY OR CREMATORY 


ie CATION (City, t 


5 nei BA ykesville, Mary. =n G/ re) 
= HERP UMBES hing a 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


(14824 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 15315 


FOR STATE 
WEALTH DEPT. 


PLACE OF DEATH 


| 2. USUAL RE “RESIDENCE (Where Te lived, If institution: 1 Residence ‘belore edi 
ence UNIS e. STATE b. COUNTY 
= Carroll - MARYLAND | Maryland ae. : 4 
b. CITY OR TOWN. (if on outsi orporate limits, ¢. LENGTH OF STAY IN Ib <. CITY OR TOWN (if outside corporete limils, write RURAL and < ai ) neerest town) 
write RURAL ce avili neerest town) G 7 
(Rural. al} Syk sville- Oy 6m 26a Baltimore, 17 d Eel Ee 
d. NAME OF =f ha ‘OR INSTITUTION (if not in hospitel, give street eddress) d. STREET ADDRESS big vas 3 
A FARM? 
_Springfield State Hospital | 1818 Lanvale Street ves] Nox] 
3. NAME OF First Middle Lest 4. DATE Month — Dey Year 
DECEASED OF 
Bape pris) Ernest oo------- Wilson (eee 12 27 19 63 
6. COLOR OR RACE '|9. AGE (In yeors |IF UNDERT YEAR| IF UNDER 24 HRS. 


last birthdey) 
yrs. 


7. MARRIED [_] NEVER MARRIED [X] 5 Pade A! 
wiDo 


june 5,1: 1897 


alte Deys 


male 


Negro D DIVORCED 
| 10e, USUAL OCCUPATION (Give kind of work 
done during most of working life, even if relired) ie 


Hours Min, 


|, 2, and 3 to the 
g 


IND OF BUSINESS OR INOUSTRY | 11. BIRTHPLACE (Stele or foreign country) 


21, I certify that | took charge of the remains described above, held an Autopsy Mi Inspection [_]. Inquiry [_], and in my opinion 
death resulied from; Natural causes [3€. 7 Accident []. Suicide [_], Homicide [_], | Undetermined manner iE) 


CHIEF MEDICAL EXAMINER [_] 


@. 


please execute ine certificate, writing the word 


Fa 
a 
= 
a 
Sym 
Vee 
£ in 
so8 
rear . 
ase | Janitor | -- | Virginia _ USA 
= 2 cs 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME a 
N Sa 4 
Se | Moses Wilson Anna Wilson J : 
Ee o 45. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 5 
3 Os (Yes, no, or unkown} | (Ifyesgive werordelesofservice)) 
£ 
BES unknown| i" ~ Hospital Records i... 
B= any |) 18. CAUSE OF DEATH {Enter only one couse per line for (e), (b), and {c).) INTERVAL BETWEEN 
@Eeu> P ONSET AND DEATH 
x ART I. DEATH WAS CAUSED BY; 
oss e IMMEDIATE CAUSE (2) Lebar Pneumonia _\days <4 
2 4 ; 
3 aS - F x DUE TO 
a ee Td 
256 . Conditions, if eny, which tb) 
fron 05 gave rise to immediete cause = 
£2585 (a), steting the underlying ¢° PVETO 
Sees cause lest. (Pal. ee 
=Pn va Zz PART ff a 7 CORIDITIONS Sean NOT RELATED HA oe gee SONDTION GIVEty JN PART 1(e}) 19. WAS AUTOPSY 
S54 oF Q| Chronii ome “asso varouay eircul: isturbance wth” PERFORMED? 
vyaee 5 [Fe YES NO 
23805. |S|_ cerebral arteriosclerosis with Psy sychotic reaction, = es ed) SOM La]) 
ay 3 ° = 200. EXTERNAL CAUSE WAS. | 20b, DESCRIBE HOW INJUR' URED, (Enter neture of injury in Pert | or Pert Il of item 1B.) 
a = = 6 | PRIMARY [) of CONTRIBUTING (] | 
ww 5 YU} CAUSE OF DEATH, 
Zz ceme2 Ye: * ——=— ——— Ss 
=| a a Fat 20. TIME OF INJURY Month, Dey, Year | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, © 20f. (City of town) (County) (Stete) 
a Ne 2 eer ace: While __ Not While fectory, street, office bldg., ete.) | 
Moe 5 2 ARs -— 19 et work [=pemt work -- 
G20 
mMSpee 
ea, 
= c 
2 
5D 
za8 
3° vu 
‘oes 
ia 
vhs 
a5 
Seg 
w i 


TO FUNERAL DIRECTOR: Page 3 should be used as a buri: 


g Scena LEA p, ASSISTANT MEDICAL EXAMINER [_] wi SF 6 
is ; Pee a | DEPUTY MEDICAL EXAMINER x Woke Zz 73 
& za NAME {Type} ° Glenn SpeigMer, M.D. Address (Street, city, town, or county) Cz Wee 
es Type) ? __. Addres 8 
a 1228. BURIAL, CREMATION,| 22b, DATE THEREOF | 22e. NAME OF CEMETERY OR CREMATORY F TION (City, town, or country} (St 

EMOVAL (Specify} 
2 (OLE. ft -F7-63 | FIC (Ce bce pd Con ee iO. LIM: 
VR AIS: 23, FUNERAL DIRECTOR ADDRESS 
ME 


24e. REC'D BY REGI “os REGISTRAR’S SIGNATURE 


loare ts 31 193 pClovksg Judge 


 hber 132870 (elbow sx 


f MARYLAND STATE DEPARTMENT OF HEALTH 
1 K Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR STATE 14825 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 15316 
HEALTH DEPT. |i-etxce or venta ~ = 3 nstitution: | iberory wares 


2, USUAL RESIDENCE (Where deceased lived, If instilution: Reside 
e. COUNTY 
(S drro il MARYLAND 


. STATE ad b. COUNTY 
Beer [CF = Maru| an 
b. CITY OR TOWN (if 


ide corporete limits, | LENGTH OF STAY IN 1b <. CITY OR TOWN [If olitside corporeta limits, write RURAL end give neerest lown) 
writs RURAL and give nearest town) 


NRurat — Sybeoul lle Qurakmestd) Balt, nore vane Ft 


3 
¢ 
a 


Is necessary, 
irector. Page 


Soe Se d, NAME OF H R INSTITUTION (if not in hospitel, giv stréel eddrass? d. STREET ADDRESS e. IS RESIDENCE 
oO Ty i ON A FARM? 
PB 2s Springfield State Hospital __ 4412 Wentworth Rd. ves [] NO pa 

ao ee = First Middle Last 4, DATE Month Yaer 
2 DECEAS: : OF 
23 T int : ® DEATH 
= 8 ie Se 8 ee ee La) ete fs Min Dien 
aa 5. SEX | 6 COLOR OR RACE| 7. waRRIED [_] NEVER MARRIED BQ] | 8: DATE OF siRTH 9. AGE (In yoers |IF UNDE 
z = b ae Coa Hours | Min. 
GOe AS Sal os: | 


12. CITIZEN OF WHAT COUNTRY? 


wes 2d. Fee 


fern al 2! white | woown pivorceo [] 

10a. USUAL OCCUPATION (Give kind of work 

done during most of working life, even if ratired) 
NO he. 


13. FATHER’S NAME 


Edward WN Wwhitlee 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 
(Yas, no, or unkown) | (Ifyesgive wer ordetasofservice) 


Jt, BIRTHPLACE (Stele or foreign country) 


Maruland 


14. MOTHER'S MAIDEN NAME 


Erie Wri ams 


16, SOCIAL SECURITY NO.| 17, INFORMANT Address 


None | Springhetd St. Hoop. Records 


18, CAUSE OF DEATH [Enior only one couse per line for (e), (b), end (e)-| INTERVAL BETWEEN 
ONSET/AND DEATH 


PART |. TS ERE Ce Nye LUE if) # Bron 7a hopneyin (Ao ke ai | ays _ 


FAO, 0  rero” j 4, / : : 
Conditions, if eny, which b) Arter lOs a leré, TC Hear” DISEASE le Yea WAS. 
98Ve rise to immediete couse 
(e), stating tha underlying DUE TO 
cause lest. ib) - sh = ws % . 
PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART lle) 


10b. KIND OF BUSINESS OR INDUSTRY 


ive Pages 1, 2, and 3 to the fu 
long with form PM3. Page 5 may be retained for your files. 


burial-transit permit. File pages 


in Item 18. 


‘xaminer’s Office al 


fa 19. WAS AUTOPSY 
2 PERFORMED? 

2 5 ves BT no [] 
| 20s. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED, (Enter neture of injury in Pari | or Pert Il of item 18.) . ae 
& | PRIMARY [1] or CONTRIBUTING (] 
| CAUSE OF DEATH. 
| Q0c. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Homa, farm, 20h {City or town) (County) "(Stete) 
uv 
= (i a While) __Not While. * fectory, street, office bldg., atc.) | 
a ay a abwork (] ot wok | 


\ 
! i 
21. 1 certify that | took charge of the remains described above, held an Autopsy Xd Inspection (tal Inquiry ia and in my opinion 


death resulted from: | Natural causes Accident ["]. Suicide [], Homicide [_], Undetermined manner [_] 


ICAL EXAMINER: this certificate should be executed within 24 hours after death. If any 


Fe certificate, writing the word “pending” i pen 


4 should be forwarded to the Chief Medical E: 
TO PUNERAL DIRECTOR: Page 3 should be used as a 


its designated agent, prior to burial, cremation, or removal, and in any eve 


a AA CHIEF MEDICAL EXAMINER 
. 
ACTUAL 
r. Sona a “ L4 AA ( TPP Pen p, ASSISTANT MEDICAL EXAMINER yes IGN} “5 
3 = DEPUTY MEDICAL EXAMINER p c 
4 8 eh EXAMINER'S: yy 
a © i NAME (Type} f Address (Sira / town, ty) 4b) tb 
a 3 3 220. BURIAL, CREMATION,| 22b. DATE THEREOF | 22c. NAME OF CEMETERY OR CREMATORY “| 22d. LOCATION (City. town, or country) {Stata} 
2 REMOVAL (Specify) 2; 
oe ; 12/31/63 | Lowdon Park Cemet ery | __ Baltimore, Md, 
23, FUNERAL DIRECTOR 4 ADDRESS 24e. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VR AISME 
5M 162 o Som. Crmem.4611 Park Heights Ave,Balto, 


“DEC 8 Pd bs oes — 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
a CERTIFICATE OF DEATH 15317 


a 


ee M ? Reg. Dist. No. 
& 3 5 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. If institution: Residence before admission) 
<¢ 23 ~~ % MARYLAND || ° sic aa 
- 58 Carroll Maryland Carroll 
<a B, CITY OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
B s 2 RURAL 7 give iL. "k 
a GES : 
2 S8 Rural- Mt, Airy Life |A_ Rural-- Mt. Airy 
peo. d. NAME OF HOSPITAL (IF notin hospitel, give street oddress) ; d. STREET ADDRESS o. 1S RESIDENCE 
4 Xs ‘ A . ON A FARM’ 
Ss Gillis: Rd. R.D. # 2 Gillis Rd. R.D. # 2 eft nO 
c 
CE 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
= B- DECEASED ‘ D i OF 
Seas ype ser VA 11a ns Ear/ right petd December | 963 
= =e S. SEX 6. COLOR OR RACE |7. MARRIED [SX NEVER MARRIED [] | 8. DATE OF BIRTH E 9 AGE {In yeor (isin TYEAR] IF UNDER 24 HRS. 
2 cS jonths | Di H Mi 
ig 2s ™ afe Ww WIDOWED Divorceo [} July ik, / RF ie ¢g yn. a ee 
2 eg \] 100. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 82 y | during most of working life, even if retired} " 
S$ ucs Retired Farmer Farm ing U.S.A. 
8 °85 13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
2 S8s 
8 gee i am rot. 
caeee : 
ce 8 3 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. | INFORMANT ‘Address 
+ age (Yes. no, or unknown} YE ‘give war or dates of service) . 
a gtx Yes: |World War 1 None Mrs.Vashtd M. Wright. Same as # 2 
SM ony, oe 
Bune Bie 18, CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] INTERVAL BETWEEN 
eso PART |. DEATH WAS CA‘ Y: 4 : a 
i er IMMEDIATE CAUSE ie! (4 Coro Hors Th Kor Loses imucediafe 
= 225 
3 tes DUE TO - 
>. . . 
= S2> Conditions, if ony, which o Ar Serioselerctic Cav po vaAS eg (ive wD) LSeofe (S Yeors 
$ ges gove rise to immediote 
SEES, SUE couse (0), stoting the under. ( CUETO 
Sh § S22 lying couse lost. (o) 
£624 erg sours lens 
223 Bw a Paar IL. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTORSY 
2S2fs ie 
Bag > = 
oases s yes(} No) 
eage 3S 
Foes s iz 200, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 18) 
£2 = 
z 4 & £o © [ (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 o = $5 & ]20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stole) 
25 sy a Hour o. m. While Not while foctory, street, office bldg., etc.) ! 
ene = p.m. 19 Jot work [] ot work [J i 
coat Os ns 
g $255 21. | certify that | attended the deceased from.________ WSS, ee = eS *, : 1923 that (last saw the deceased 
orc<? — . > ¢ 
Zee ds alive on_ Ae al&. = 2h3_, and that death accurred ot LOH, fram the causes and an the date stated abave. 
Bo . = ADDRESS (Street, city or town, stote) DATE SIGNED 
5 2 ms : 
baat atte LAKE Celt wo... Pon So Main Ge Decl 963 
EaRze 
Ze s85 PHYSICIAN'S . 
Beet NAME (Type) We CYfiwef 
= z 
BS 2 Si bs ‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY. 2d. LOCATION (City, town, or county) {Stote) 
Q >> os REMOVAL (Specify} " 7 
Ofoke Buria De 9631 Taylorsvil emetery Carroll Co. Md 
eo. . 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. ii acw eae) <a REGISTRAR'S obs 3 
tet =! " SOE Ye 
Was) SO) |_O.M.Waltz Box 241 Sykesville, Md. oe VEGA Wh: Poe ae 


